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INTRODUCTION 



In pursuance of resolution 1/4,4/1 of the General Conference 
of Unesco at its 20th session and the work plan of the Asian 
Programme of Educational Innovation for Development (APEID) for 
1980 under the area of curriculum development, the Technical 
Working Group Meeting on Curriculum Development in Health and 
Nutrition Education at the Primary Education level was held at 
Y.M.C.A. International Hostel, New Delhi, from 15-24 September 1980. 


The meeting was organized by the Unesco Regional Office for 
Education in Asia and the Pacific, Bangkok and its Asian Centre of 
Educational Innovation for Development (ACEID) jointly with the 
National Council of Educational Research and Training (NCERT), New 
Delhi, and in close co-operation with Indian National Commission 
for Co-operation with Unesco, 


Objectives 


The main purpose of the meeting was to promote inter-country 
exchange of experiences on innovative efforts being made in various 
countries in the field of health and nutrition education at the 
primary education level, and based on these experiences to develop 
guidelines for development of curriculum, instructional materials 
and preparation of teachers. More specifically the objectives of 
the meeting were; 


1, To analyse curricula for development of better health and 
nutrition education; 

2, To examine exemplar materials brought by the participants 
to the meeting; 

3, To study the improvement of the quality of nutrition and 
health education with particular reference to the introduc¬ 
tion of nutrition and health education at the primary level; 

4, To suggest guidelines for the development of curricular 
and instructional materials relating to health and 
nutrition; and 

5, To suggest the role of different agencies and persons - 
administrators, supervisors, teachers, students and 
comminity in developing, implementing and evaluating health 
and nutrition education programmes. 

The agenda of the Meeting is in Annexure I. 
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Twelve participants - one each from Afghanistan, Bangladesh, 
Indonesia, Malaysia, Nepal, the Philippines, Sri Lanka, Thailand 
and four from India attended the Meeting. There were two observers, 
one each from UNICEF, Korea Office and WHO*s Regional Office in 
Delhi. In addition, four resource person participants, one each 
from India, the Philippines, Sri Lanka and Thailand were invited to 
assist the deliberations of the Meeting. 


The Unesco Regional Office for Education in Asia and the Pacific 
was represented by Dr. Thamrong Buasri, Curriculum Specialist and 
Dr. M.C. Pant, Science Education Specialist, ACEID, Bangkok. 


The list of the participants, observers and resource persons is 
in Annexure II. 


The Meeting was inaugurated on 15 September 1980 at the 
YMCA Auditorium. Dr. Shib K. Mitra, Director, NCERT welcomed the 
participants, resource persons and specialists attending the 
meeting. He informed the meeting on the role of NCERT in the 
development of a curriculum to help children learn. 


Dr. Thamrong Buasri, Specialist from Unesco, associating himself 
with the Director NCERT in welcoming the participants, thanked the 
Government of India and NCERT for kindly agreeing to host the Meeting. 
He then informed the Meeting about the objectives of Meeting and its 
expected outcomes and introduced the country participants, observers 
and resource persons. 


The inaugural address was given by Dr. Lalit P. Agairwal, 

Director, AIIMS, New Delhi. As a specialist on health, he stressed 
three points in his talk. Firstly, the inter-relationship of culture 
and family practices with education. He emphasized that there should 
be no conflict between the life of children in school and home. 
Secondly, since mothers play a very important role in the education 
of children, modalities should be developed for mothers to be 
involved in health and nutrition programme in schools. Thirdly 
children should not be overloaded with heavy curriculum so that 
innovative approaches may be utilized to incorporate health and 
nutrition messages in language, reading and other subject areas. 


The inaugural session was chaired by Mr. P. Sabanayagam, 
former Secretary of Education and Culture, Government of India, 
Ministry of Education. Emphasizing the points made by the keynote 
speaker, he further stressed the need for identifying health 
problems and applying preventive measures to improve the health of 
the people. 
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Introduction 


Dr. B. Sharan, Professor and Head, Department of Education in 
Science and Mathematics, NCERT, proposed the vote of thanks. 

The detailed addresses are in Annexure III. 

Election of Officers 


After the inauguration of the Meeting, the first plenary 
session of the participants of the Meeting was called to order by 
Dr. Biamrong Buasri, Unesco Specialist to elect the officers of the 
Meeting. Ihe Meeting elected Dr. S. Bajaj (India) as Chairperson; 
Miss Aida N\jh (Indonesia) and Mr. Ali Akbar (Bangladesh) as Vice- 
Chairpersons; Miss Edith B. Carpio (Philippines) and Mr. C.A.G. 

Herat (Sri Lanka) as rapporteurs; Mr, G. Guro acted as the Secretary 
of the Meeting. 

Method of work 


"Ihe agenda of the Meeting prepared by ACEID was distributed 
and discussed thoroughly to guide the group in its various 
activities. Likewise the provisional schedule of work was con¬ 
sidered and revised. 

The activities of the Meeting were divided into three phases. 
The first phase was the presentation and exchange of country expe¬ 
riences relating to the ciorrent health and nutrition programmes 
at the primary level of education. The focus of the discussions 
was on the concept, objectives, curricula, instructional materials, 
roles of various agencies in the health education programme and 
problems and issues. 

The second phase consisted of visits to field projects and 
activities in Ludhiana and Chandigarh to broaden the experiences of 
participants regarding the health and nutrition education programme 
as well as methods, materials and roles of various persons and 
agencies in implementing the programme. 

In Ludhiana, the visits were made to the Northern Regional 
Centre Pilot Scheme on Nutrition/Health Education and Environmental 
Sanitation in Primary Schools, Department of Foods and Nutrition, 

Panjab Agricultural University and two primary schools at Alipur 
village and Bassian Bet village. In Chandigarh, two public schools 
were visited, namely, Yadavindra Public School and Shivalik Public 
School. At the Regional Centre, participants saw some exhibits and 
the different materials developed like games, songs, visual aids 
and reading materials. At the village schools, the use of songs, 
dances and skits was demonstrated to show how nutrition and health 
concepts are being taught to the children and as a spin off to the 
parents. The two public schools in Chandigarh provide education for 
both boys and girls are aiming at the development of the total well¬ 
being of the students. 3 
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Hi the third and the final phase, the Meeting divided itself 
into two Working Groups to develop the guidelines. One Group 
developed the guidelines on Curriculum Develofxnent and preparation 
of Instructional Materials and the second Group on the roles of 
different agencies and persons concerned with Health and Nutrition 
Programme, the training of teachers and community participation. 
The guidelines developed by the two Groups were then considered in 
plenary session for finalization. 

In the concluding session, the Meeting considered the draft 
report and adopted it with modification. 
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REVIEW OF COUNTRY EXPERIENCES, 
PROBLEMS AND GROWTH POINTS 


In the initial phase of their deliberations, participants 
presented their country reports on the status of health and nutri¬ 
tion education in their comtries. Discussions on the salient 
points were made after the presentation of the reports. This 
chapter presents highlights from country reports and syntheses of 
experiences which emerged from the discussions, 

AFGHANISTAN Health and Nutrition Education in the Primary School* 


Background 

The present educational system of Afghanistan consists of a 2 
years nursery school, 3 years kindergarten, 4 years primary 
school, 6 years middle school comprising 4 years incomplete 
middle school (grades 5-8) and two years complete middle school 
(grade 9-10) and 4 years university or higher education. 

Education is the responsibility of the Government and is pro¬ 
vided free of charge. The Government, however, may grant permis¬ 
sion to foreigners to establish private schools for the exclusive 
use of their children. 

The basic objectives of education are to provide equal right 
in education to all people, to make education relevant to real life 
situation, to apply practical approach to education and to make con¬ 
tinuous improvement based on science, technology and culture. 

Health education has been regarded as one important aspect of 
education. In the primary education curriculum, it is offered not 
as a separate subject, but is integrated in primary science, physi¬ 
cal education and practical work. In grade 1 and 2, science is not 
taught as a specific subject but is combined with health and 
environment. It is only in Grades 3 and 4 that science courses are 
provided. 


♦Adapted from presentation made by Dr, Aziz Ahmad Yosufzai, Head, 
Division of Curriculum Research, Department of Compilation and 
T?ranslation, Ministry of Education, Kabul, Afghanistan, 
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Among the major topics presented in the course of study are: 

(a) the structure, function and control of human body with reference 
to the basic life processes of digestion, respiration, circulation, 
excretion, nutrition, metabolism, movement, the functioning of the 
sense organs and nervous system; (b) the biological need for air, 
water, food, activity, rest and sleep; (c) mental health; (d) the 
dangers to health from organic and communicable diseases, accidents, 
poisons, drugs, and alcohol; (e) principles of scientific health 
care; (f) promotion and maintenance of family health and well 
being; (g) health protection through public health services; and 
Ch) occupational and consumer hygiene. 

Methods, materials and evaluation 

Health, like science is taught using the discovery method. 

There is direct concern for the physical and mental welfare of the 
students, their parents and the community. In addition to the 
regular lessons, the students undertake practical activities, out 
of class activities, laboratory work, and community activities. 

All efforts have been made to link education with real-life situa¬ 
tion and to make use of available resources in learning and teaching. 

The most important instructional materials developed and used 
in the country are teachers' guides and textbooks for students. 

In the teachers' guide, the teacher is provided with suggestions on 
how to involve children in learning activities and how to bring 
about changes in their behaviour. A clear explanation regarding 
the aims of each lesson and the methods and materials to be used 
for teaching are also presented in the guide. 

The students' textbooks have been prepared in such a way that 
each lesson would require the students to perform one real-life 
experiment. In the course of instruction, students are encouraged 
to discuss daily health and nutrition problems and to find solutions 
to the problems. 

The content of the experimental science and health textbooks, 
teachers' guide and supplementary materials are evaluated chapter- 
wise or as a whole, in one class or in a school by the teachers, 
authors and councillors. After printing and distributing the 
materials, the supervisors of the special subjects, school principals 
and teachers evaluate the materials. In future after the establish¬ 
ment of the Pedagogical Centre in the Ministry of Education, it is 
expected that evaluation of instructional materials will be the 
responsibility of the Research Department of that Centre. 
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The Current Status of Health and Nutrition Education 
at the Primary Level* 


Bangladesh is beset with population problems. Health and 
Nutritional status of the people of Bangladesh appears to be below 
average. Nearly 80 per cent of the people remain illiterate and 
most of them live in rural areas. 

Curriculum 


BANGLADESH 


Background 


New Curriculum has been offered to the nation since 1978. 
Emphasis has been laid on health and nutrition education for total 
development of children. The aims and objectives of Health and 
Nutrition Education at the primary level have been defined as 
follows: 

1. Tfc) develop Integrated personality of the child by 
developing physical and mental health; 

2. Tb develop inherent possible skills through physical 
and hygienic activities; 

3. Tto inculcate moral courage, group unity, mutual under¬ 
standing, habit of enjoying leisure and recreation; 

4. Tfc) develop sense of discipline, duty, obligation and 
patriotism; and 

5. Tfc) develop physical and mental health and hygienic sense, 
imagination, innovative power and creative ability. 

Methods, materials and evaluation 

The contents of curriculum are implemented on subject based 
knowledge and practical activities. The subject based knowledge 
of health care and hygiene is incorporated in all the basic subjects 
and taught through integrated concepts. The practical activities 
are designed separately on the basis of 3 A's for Grade I-V ranging 
age group 5 to 10 years of the children. Teachers' Guide Books for 
these grades are used to help teachers in preparing lesson plans. 

In the foirmation of habits and attitudes, teachers discuss 
about the hygienic principles with children and look after practices 
both within and outside the classroom. Children are encouraged to 
keep their body, clothes and other personal effects neat and clean. 
They are inspired to take care of environmental sanitation around 
the school as well as their respective homesteads. They are also 


♦Adapted from presentation made by Mr. Ali Akbar, Deputy Director, 
Academy for Fundamental Education, Mymensingh, Bangladesh 
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encouraged to change food habits. Preliminary knowledge about 
common diseases and First Aid are also given to them. 

Weekly Timetable for Health and Hygiene is maintained. Health 
cards in urban and some of the rural schools are also kept. 

Physical activities with some sophisticated as well as indigenous 
appliances are practised in the schools. No stress on uniform is 
attached since the matter involves financial implication. 

The common techniques and approaches of evaluation are: 

i) Observation; 
ii) Questions and answers; 
lii) Self analysis of the teacher; 

iv) Terminal and annual examinations; 

v) Oral examination; and 

vi) Examination of records. 

Teacher Training 

Fortyseven Primary Training institutes in the country train 
primary school teachers. Health and physical education is one of 
the compulsory subjects. One Physical Education Teacher and one 
part-time Medical Officer deal with the subject. 

Roles of other agencies 

Medical colleges and hospitals have children's ward. There 
is a full fledged children hospital at national level. Thana 
Health Complexes, Union Sub-Centres, Family Welfare workers and 
other allied organizations are also helping rural and urban 
children by extending First Aid, medical care and advancing 
counselling for maintaining good health and sanitation etc. 

There are 24 School Health Service Units throughout the country 
for helping deserving school children. 

Problems 


One of the important problems is that the community is not 
fully aware of the health and hygiene of the children. Most of 
the houses in the rural area and city slums are unhygienic. Water 
supply is inadequate. Lack of awareness prevails among the 
common mass regarding communicable diseases. Poverty is a bar 
in introducing feeding programmes in most of the primary schools. 
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INDIA. Status of Health Education and Health and Nutrition 
~ Education and Environmental Sanitation at Primary Level 


Background 

Two participants of India presented two aspects of the back¬ 
ground of the health and nutrition education programmes. 

As observed by Mr. G. Guru: The children below 14 years of age 
as per 1971 census constitute 42 per cent of the Indian population. 
Presently 50 per cent of total deaths occur in this age group and 
40 per cent deaths occur between 0-5 years. This is frightening. 
Malnutrition and infection are two major causes of high infant and 
child mortality rate. The reasons for malnutrition are not only 
poverty and non-availability of food, but to a large extent ignorance 
of nutritional facts, undesirable practices and beliefs. Infectious 
diseases are prevalent due to the lingering existence of two funda¬ 
mental problems and environmental sanitation: a) unsafe water supply; 
and b) unhygienic disposal of waste, especially human excreta. There 
is a total absence of oral-faecal barrier in communities with high 
incidence of digestive deseases. 


Dr. B. Ganguly added: In India, both the Education and Health 
Ministries are concerned with the problems and issues. A number of 
programmes and experimental projects have been introduced to 
strengthen health education as an important component of primary 
health care. The targets of these efforts for further growth are: 


1. To link health education 
with the needs of national 
development. 


Health is not a discipline but a 
part of individuals life. The 
problems of health are not isolated 
problems but very much related to 
the other problems - over popula¬ 
tion, pollution, low production of 
resources, poverty and exploitation. 
Health education must reflect this 
interrelationship. 


2. lb be at par with the 
conceptual growth in 
education at international 
level. 


The new trends in education e.g. 
environment education (Belgrade 
1978), integrated science (Nijmegan 
1978) at international level have 
stressed on - (1) linking education 
with the environment and (2) devel¬ 
oping 'attitude• or 'temper' than 
knowledge and information, Ihe 
education about health should be 
shaped accordingly so that ability 
to take action becomes the most 
important learning outcome. 

9 
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3. To link with the findings A number of experiJnental projects 

of experimental projects. are in operation to develop com¬ 

munity based education at the 
elementary level. The findings of 
these experimental projects should 
be utilized in developing in¬ 
structional materials, organizing 
teachers training and testing of 
leairning outcome. 

Part I: Status of Health Education in the Elementary Schools.* 

Tn the programmes developed by National Council of Educational 
Research and Training, formal and non-formal education, concepts of 
health have been integrated with the concepts of environment studies, 
science and social studies. In addition, a student also learns about 
health through socially useful productive work and games/physical 
education. Thus a student spends about 30 per cent of school time 
for learning health concepts. 

A number of experimental projects - nutrition education project; 
population education project; primary curriculum renewal project; 
community development project; child study project; comprehensive 
access to primary education project; integrated science project and 
environment education project, lavinched to improve the elementary 
education include the concepts of health education. The concepts 
of health also occupy a significant part of the syllabus developed 
by National Council of Teacher Education. The courses of Regional 
Colleges of Education, NCERT, have stressed on health education. 

Some other programmes like radio based motivational programmes 
(UNICEF-NCERT, 1979) and child to child programmes (NIPSI, 1980) 
deserve special mention. 

Problem and issues 


There are certain basic problems affecting the quantitative 
and qualitative improvements of elementary education. Health 
education is also a victim of these general problems. In addition, 
the health education suffers from certain specific problems. These 
problems and issues arising out of it are; 


♦ Adapted from presentation made by Dr. B. Ganguly, Professor, 
Department of Education in Science and Mathematics, National 
Council of Educational Research and Training, Sri Aurobindo Marg, 
New Delhi 110016, India 
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Problems 

1. In spite of the decision, 
it has not been possible 
to integrate concepts of 
health education effectively 
with the other areas of 
human knowledge. 


2. The presentation of concepts 
of health education often 
clash with religions, 
cult\jral and social factors. 


3. Lack of effective link 
between school and the 
community in causing duality 
of environment. This 
affects the presentation 

of health messages, 

4. The contemporary conceptual 
growth in education is not 
known to many functionaries, 
This affects the meaningful 
introduction of health 
education. 


Issues 

la. Whether health education will 
be a separate discipline or 
integrated with other dis¬ 
ciplines? 

lb. What are the steps to be 
taken to integrate concepts 
of health with the concepts 
from other areas? 

l c. If health is the most impor¬ 
tant concern, would it be 
desirable to develop a 
curriculum by keeping health 
as the main fabric and 
integrating concepts of other 
areas with it? 

2a. What would be the aim of 
health education at the 
elementary level - 
i) dissemination of facts, 
figures, data about 
health and skills to take 
protective and preventive 
measures; or 

ii) Development of 'scientific 
temper'? 

2b. What would be the criteria 

for selecting the concepts of 
health education? 

3. What are the steps to be 

taken to link school health 
and education with the 
community improvement 
programmes? 

4a. What are the steps to be 

taken to improve the training 
programmes so that a teacher 
is prepared to bring attitud- 
inal changes, to act as a 
health counsellor and liaison 
person between schools and 
community. 
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4b. In what way can the mass media 
(magazines, newspapers, radio 
and T.V.) be utilized to 
convey the message of health 
to the community? 


5. There exists tremendous 

shortage of resource materials 
for teaching health. This 
includes authentic informa¬ 
tion about health and appro¬ 
priate health services. 


5a. What are the steps to be taken 
for developing resource 
materials on health? 

5b. What can be done to link 
health education with the 
health services? 


Part II: Health and Nutrition Education and Environmental 
Sanitation at Primary Level.* 


The Committee on Health and Nutrition Education has organized 
the contents of all units under two broad headlings: 'Things for 
the child to know' and 'Things for the child to do'. The units are: 
personal hygiene; environmental hygiene (healthful school living); 
control of diseases; food and nutrition; health conditions in town 
or village; growth; heat, sleep, exercise and posture; caring for 
animals; safety and first aid; health organizations, and family 
life education (including sex education). 

The Science Education Programme (SEP) started in 1967 with 
UNICEP-assistance incorporated most of the contents of the Health 
Education syllabus for Age 6-11 in a unit, on 'Human Body, Health 
and Hygiene' of the textbook 'Science is Doing'. Some aspect of 
sanitation found a place in ah earlier unit called 'Housing and 
Clothing'. 

The Pilot Scheme on Nutrition/Health Education and Environmental 
Sanitation 


In order to develop a dynamic nutrition and health education 
and environmental sanitation programme which could help carry 
messages to school children as well as out-of-school population 
and the society and in turn help them adopt desirable nutrition, 
health and sanitation practices, and enable them to participate 
intelligently in community health activities, a Pilot Project on 
Nutrition Health Education and Environmental Sanitation was 
launched by the Government of India through NCERT with UNICEF 
assistance in the last quarter of 1975. 


♦Adapted from presentation made by Shri G. Guru, Assistant 
Coordinator, Health/Nutrition Education Project, National Council 
of Educational Research and Training, Sri Aurobindo Marg, 

New Delhi 110016, India 
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To implement the scheme five Regional Centres, one each in 
Southern, Eastern, Western, Northern and Central parts of the 
country were established in Coimbatore, Calcutta, Baroda, Ludhiana 
and Jabalpur with the concurrence of the concerned State Govern¬ 
ments and concerned implementing institutions. 

As a starting point a national curriculum guide was developed 
to cater to the needs of the five regional centres. Based on this 
and following a detailed survey of local conditions and existing 
nutritional, health and sanitation habits, each centre developed 
a curricular package for primary school pupils and teachers. 

Out of the five centres, Coimbatore having a crash programme 
had the responsibility of introducing the scheme in 660 schools. 
All the teachers of these schools were trained. In the other four 
centres, however, only one teacher from each of the experimental 
schools (target 500) were trained. The teacher educators of local 
TTIs and supervisory staff were also trained. Further, in 
Coimbatore, the scheme was extended to three different ecological 
areas. 


Appreciating that desirable nutrition, health and sanitation 
practices cannot be developed in isolation from the community in 
which children live, a supplementary programme was developed to 
reach the community through teachers, children and parents in 
selected villages under each centre. 

Evaluation of the scheme has indicated that it has had an 
impact on the awareness of the community, and more particularly on 
the nutritional and health status of the children in the partici¬ 
pating schools. 

Extension of activities to child-to-child programme on 'How to 
develop better Health * 

At the request of the Ministry of Social Welfare, NCEPtT 
developed a primary teachers' manual for child-to-child activities 
called 'How to achieve better Health' through a workshop in which 
the material prepared by the Central Health Education Bureau for 
the 'child-to-child activities' were integrated with the NCERT/ 
UNICEF programme on nutrition, health and environmental sanitation 
in the primary schools. Most of the ideas and activities were 
taken from the instructional materials developed under the pilot 
scheme described earlier. 

This manual provides relevant information as well as guide¬ 
lines to the teacher to help him develop desirable habits and 
skills in the school children and enable them to conduct child-to- 
child activities. 
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The manual was published by the National Institute of Public 
Co-operation and Child Development (March, 1980) on behalf of the 
Ministry of Social Welfare. 

It is envisaged that regional language versions of this book 
would be made available to all the elementary school teachers for 
initiating such activities in the schools. 

The strategy to adapt nutrition, health and sanitation know¬ 
ledge and skills to meet the local needs while incorporating the 
scheme in the primary school curriculim would be followed to univer¬ 
salize the scheme. It is proposed to open new centres to extend 
the scheme to all the states and union territories of the country. 

INDONESIA Current Status of Health and Nutrition Education in 
the Primary Schools* 


Background 

The curriculum currently in use in the primary schools in 
Indonesia is known as 'The 1975 Curriculum'. It was introduced in 
the schools in stages starting in the academic year of 1976, 
replacing the 1968 curriculum which was considered no longer 
relevant to the needs and development of society. Compared to the 
former curriculum this new one is more objective-oriented and has 
an integrated approach. Primary education lasts six years, and 
consists of six grades, each grade covering three terms of 13-14 
weeks. 


Health and Nutrition are not taught independently in primary 
schools but are integrated with other subjects i.e. Sport and 
Health; and Skills: Home Economics. 

Home economics is one of the six optional skill subjects. 

Those who do not choose Horae Economics, do not get education in 
food and nutrition which is integrated in this subject. The only 
subject in which children can positively lesirn health and nutrition 
is Sport and Health. Sport and Health as well as Home Economics 
are taught from grade 1-6; 2 periods a week in grade 1-2 and 3 
periods a week in grade 3-6, The proportion of time spent on Sport 
and Health is in the ratio 3:1. In actual practice, the time spent 
for sports is more than it should be, because sports are relatively 
easy to be taught. The primary school teacher is a class teacher 
who must teach all siibjects and therefore be thoroughly conversant 
with all subjects. But, in reality he is not fully conversant with 
all subjects as the training programmes have their limitations and 
no one can be a specialist in all fields. 

♦Adapted from presentation by Miss Aida Nuh, Directorate of 
Technical and Vocational Education, Ministry of Education and 
Culture, Jakarta Selatan, Indonesia. 
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The School Health Service (UMS) are run by school with the 
pupils and the surroundings area as the prime targets. It is 
included on sports and health subjects and consist of three main 
aspects, namely, 

Healthful school environment; 

Health education; and 

School Health activities (including clinical services). 

The curriculum was developed by an inter-disciplinary team 
which consisted of curriculum specialists, educators, health 
officers, agriculture representatives, nutritionists, administra¬ 
tors, education officers (central and regional). Home officers 
representatives, health educators, sports educators, senior primary 
school teachers and school inspectors. 

Methods, Materials and Evaluation 

Lecture method is the most widely used in the teaching of 
health and nutrition. The visual aids which are supplied by the 
Department of Health are very limited in number. Guidelines for 
evaluation as well as instruments for evaluating teaching of health 
and nutrition education are not available. In general, teachers 
assess their pupils' achievements by means of essay and objective 
tests. 

Training 

At present there are fifty Physical Education and Health 
Teacher Schools which provide a three-year training course. The 
graduates of these schools go out to teach sports and health in 
tdie primary schools. 

In-service training of teachers is done by both the Department 
of Health and the Department of Education and Culture, The 
training covers subjects such as health, nutrition, gardening and 
poultry farming. 

MALAYSIA Health and Nutrition Education in the Primary Schools* 


Background 


Malaysia is a country of about 130,000 square miles and a 
population of approximately 14 million. The population of under 
15 years of age constitutes nearly 43 per cent of the total popula¬ 
tion. The present primary school enrolment is about 2 million. 

In Peninsular Malaysia this accounts for more than 95 per cent of 
the school-going age population, 

♦Adapted from paper presented by Mr. Thomas T. Oommen, Assistant 
Director, School Division and Head School Health Unit, Ministry 
of Education, Federal House, Kuala Lumpur, Malaysia. 
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The present system of education caters for a sijx—year primary 
school level, a three-year lower secondary level, a two-year upper 
secondary level followed by a two-year pre-university level. Under 
the automatic promotion system, every child is given a nine—year 
uninterrupted schooling and, at present, there are proposals to 
extend this period to eleven years. 

The main emphasis in the primary school is to provide a basic 
education that aims at the development of comminication skills; 
civic competencies; physical, intellectual and emotional development; 
moral, aesthetic and spiritual values; and, scientific knowledge, 
attitudes and skills. 

Ihe rapid development of medical, dental and health services, 
the extensive layout of facilities throughout the country and the 
emphasis on preventive aspects, particularly, in the rural areas 
have brought about marked improvement in the health status of the 
people, since Malaysia became independent in 1957. 

Although the children of the school-going age generally enjoy 
a better status of health in comparison with other segments of the 
population, there are problems of ill-health and malnutrition that 
need to be overcome. 

Programme and curriculum 

The health and nutrition education in the Malaysian primary 
schools involves a curriculum approach through Health Instruction 
based on a specific syllabus and provision of specified time of 
instruction. It is supported by a number of co-ordinated health/ 
nutrition programmes. These programmes include the School Health 
Programme of the Ministries of Education and Health and the school 
supplementary feeding of the Ministry of Education, both imple¬ 
mented on a nation-wide basis. In addition, there is the Applied 
Pood and Nutrition Programme in the selected rural areas and the 
Urban Poverty Programme (Rancangan: Nadi) in the Federal Territory. 
Health education, therefore, is the sum total of experiences in 
the form of knowledge, attitudes and practices pertaining to 
health, developed through formal and informal settings in and out 
of school. 

The curriculum for health education is formulated by a special 
committee of experts and practioners/teachers in the fields of 
health/nutrition and education, in consultation with the above 
inter-agency committees. It is then implemented subject to the 
approval of the Central Curriculum Committee of the Ministry of 
Education which is serviced by the Curriculum Development Division 
of the Ministry. Teacher-preparation is undertaken through pre-and 
in-service training of teachers. The pre-service training of 
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teachers in the various Teacher-Training colleges is undertaken by 
the Ministry's Schools' Division. The production and supply of 
teaching materials are done both by teachers at the school level 
and by the School Health Unit of the Schools Division, at the 
national level. Co-ordination and follow-up for instructional 
activities, as well as curriculum support services and activities 
are carried out by the school health units/offices of the Ministry 
of Education, at the national level and the State Education 
Departments at the state level. 

Problems and issues 


Some of the problems encountered in the planning, implementa¬ 
tion and evaluation of health and nutrition education in the primary 
schools arise from the need to adapt the curriculum more closely to 
the present national, regional and local needs, interests and 
aspirations; the over-emphasis on passing examinations and hence, 
cognitive skills; limited range of reference materials; inadequacy 
of resources to train all teachers; preparation of teacher-trainers; 
lack of full coverage of all schools by the health, medical, dental 
and other services, sub-standard school buildings and amenities in 
certain areas; as well as, insufficiency with regard to administra¬ 
tive services and resources. 

Current efforts 


Current efforts and emerging trends relating to the Cabinet 
Committee Report (1979) recommendations to review the present system 
of education, integrate the primary school curriculum, improve the 
school facilities and further expand and strengthen nutrition and 
related activities in schools. In addition, the Fourth Malaysian 
Plan is being finalized, based on new strategies, A National Nutri¬ 
tion Sijrveillance Scheme is being planned on a pilot-project basis 
and a Community Health Movement is being developed for the delivery 
of primary health care. 

NEPAL Health and Nutrition Education at Primary Level* 

Background 

In Nepal one of the important aspects of the National Education 
Plan is that it has made Health and Nutrition Education a compulsory 
subject in the schools from grade one to ten. This is definitely a 
very correct and encouraging step to ensure a gradual improvement in 


♦Adapted from a paper by Miss Nina Hira Kansakar, Expert, Nutrition 
Education, Textbook, Curriculum and Supervision Development Centre, 
Ministry of Education, Harihar Bhawan, Lalitpur, Nepal. 
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the development and healthful living of the commmity as a whole. 
The importance of health and nutrition education at the primary 
school level is fully recognized. Integrated health and nutrition 
education has been emphasized and widely accepted as one of the 
basic needs, in order to improve the standard of health in the 
country. 

Ob-jectlves 

The objectives of health education are: 

1. To develop an appreciation for health; 

2. Tb develop an understanding of health and the 
factors that influence one's health; 

3. Tb provide information and experiences that will 
contribute to the learner's physical, emotional 
and social well being; 

4. To provide an understanding of individual and 
community health problems; 

5. To provide an understanding of individual and 
community responsibilities that will help to 
prevent or control personal and community health 
problems. 

Curriculum 


Tb realize the above objectives, the following five units have 
been introduced in the primary level health education curriculum 
(grades 1-3): Personal Hygiene, Water and Sanitation, Communicable 
Diseases, Nutrition and Safety and First Aid. 

The Health education content is drawn for each grade level from 
the above mentioned five main subjects. This is done in the light 
of the health needs of the children's age group, maturation level of 
the students and the amount of time allotted for each grade. In 
order to achieve the long range objectives of promotive health in 
the curriculum, family life education is also introduced. 

Methods, Materials and Evaluation 

Attention is paid on the practical aspects of health knowledge 
and skills in daily life, rather than stressing on information in 
the classroom only. 

Textbooks for higher grades have been written on the basis of 
the new curriculum. In case of primary grades, only teacher's guide 
books are made available to the teachers. No textbooks are prescribed 
for grade one to three or for the primary level. 
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Evaluation is one of the most important aspects of education. 
Since it tries to measure the actual situation of teaching and 
learning, it should be carefully handled. One of the types of 
evaluation, i.e., formative evaluation, clarifies that evaluation 
is a continuous process, lb maintain continuity, headmasters, 
teachers and supervisors play important roles. 

All through the year there are formal and informal evaluations 
which ultimately help in improving the classroom teaching. At the 
end of the primary grade (grade 3), a district examination is held. 

Problems and suggestions 

Some of the problems in the area of health and nutrition are 
lack of qualified teachers, inadequate financial support and lack 
of equipment and materials. In addition there is a need for proper 
organization and administration. 

Ita solve the above problems, it is suggested that adequate 
local health organizations are established so that each level of 
administration is able to shoulder responsibilities for planning 
and implementing the programme, 

PHILIPPINES Current Status of Health and Nutrition Education at 
the Primary Education Level* 

Background 

Elementary education aims to provide for a broad general 
education that will assist each individual in the peculiar ecology 
of his own society to (1) attain his potential as a human being, 

(2) enhance the range and quality of individual and group partici¬ 
pation in the basic functions of society and (3) acquire the 
essential educational foundation for the development into a 
productive and versatile citizen. 

To be widely understood, it has been restated as 4-H develop¬ 
ment which means the development of the Head, Heart, Hand and Health. 
Development of the Head involves the intellectual capacities of the 
child, the Heart emphasizes the development of spiritual, moral 
values and desourable attitudes, Hand involves the development of 
desirable work habits and skills and Health focuses on the develop^ 
ment of a sound body and sound mind. The development of health 
must not be left to chance for without health all other phases of 
the H's development come to naught, 

♦Adapted from paper presented by Miss Edith B, Capio, Assistant 
Chief, Curriculum Development Division, Bureau of Elementary Educa¬ 
tion, Ministry of Education and Culture, Arroceros Street, Manila, 
Philippines 
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It is in this premise that there is a vital need to teach 
children the fxmdamental facts/concepts about health and to help 
them develop good health habits and attitudes as it is to teach 
them to read using both human and humane approaches. 


Objectives 


In line with the objectives of elementary education and the 
national programme q£ development, health and nutrition education 
has the following objectives: 


1. The teaching of the basic health knowledge and the 
formation of desirable health habits and practices; and 

2. The improvement of the nutritional status of school 
children. 


Structure 


The Revised Elementary Education Programme of 1970 has included 
health along with science in the elementary school from Grades I-III 
and health with physical education from Grades IV-VI. In Grades IV- 
VI, at least one formal lesson in health is given every week, 

A recent undertaking was the launching of the Experimental 
Elementary Education Programme (EEEP) in 1978-1979 where communi¬ 
cation arts (English) for Grades I and II draws content largely from 
science, health and nutrition. Health and Science is not taught as 
a separate subject in Grades I and II. It is taught as a separate 
subject starting Grade III. Aside from these arrangements health 
and nutrition like character education permeate all subject areas. 

Another class structure is used in the University of the 
Philippines Integrated School where Health and Physical Education 
are Integrated and treated as a separate siibject from K-Grade II. 

In Grades III-VI, Health Education is taught as a separate subject 
for thirty minutes daily. 

Curriculum 


The following are some curriculum programmes/projects related 
to health and nutrition education. 

The Elementary Learning Continuum (EEC) . The ELC defines the 
basic objectives elementary school children are expected to learn 
in the various subject areas namely: Communication Arts (English), 
Communication Arts (Filipino), Elementary Mathematics, Science and 
Health, Social Studies, Art Education, Music, Physical Education and 
Work Education. The objectives stated in terms of knowledges, 
skills and attitudes are arranged hierarchically from simple to 
complex so that one objective is a pre-requisite to a more complex 
objective. 
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The Experimental Elementary Education Programme (EEEP) . 

Tlie EEEP was designed to satisfy the need for a curriculum which 
would produce better quality outcomes especially in the basic skills. 
It offers fewer siibjects in Grades l-III and more time is allotted 
to the development of the basic skills especially the 3Rs. Ihe 
development of thinking skills, work skills and health habits and 
values are likewise emphasized so that a pupil who drops out before 
he reaches the sixth grade is equipped with knowledge, skills and 
attitudes that would make him a productive, versatile and respect¬ 
able citizen. 

The School Health Guardian Programme . This is a new thrust 
launched in 1978 by the School Health and Nutrition Centre, It 
utilizes primary school teachers to disseminate health nutrition and 
environment information and to render simple health services. Its 
optimum goal is to make every teacher a school health guardian. 

To achieve the objectives of the programme, teachers undertake the 
following activities, namely: (1) integrate health and nutrition 
concepts and environmental education into the regular course require¬ 
ment and classroom activities in the primary curriculum; (2) imder- 
take height-weight surveys; (3) determine nutritional status of 
school children; (4) identify common ailments, treat simple cases 
and/or refer serious cases to professional workers; (5) utilize 
medicinal plants/herbs that have been tested and found safe for 
common ailments and (6) identify/demonstrate ways of preventing, 
controlling and treatment of communicable diseases. 

The Child-to-Child Programme . This programme teaches school 
children to be concerned with the health and growth of their younger 
brothers and sisters including other children in the neighbourhood. 
Simple measures to prevent diseases and ailment are taught to 
other children in school so that they are expected to pass insights 
gained to the family and the community. 

Children as Health Workers. This is another approach where 
older children teach preventive measvires for measles, malaria, 
diarhea, influenza and other contagious diseases through: 

a) cleaning regularly the home and its surroundings; 

b) drinking safe water; 

c) eating the right kind and quantity of food; and 

d) practicing regularly other health habits learned. 

Big Brother-Sister . This is another strategy used in teaching 
basic health knowledge. Older children who are well-nourished are 
utilized to disseminate information on the kinds of food that are 
cheap but nutritious. They also assist in identifying what are 
usually called 'the best buy foods'. 
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Deworminq Proqrainme . This programme is a special project of 
the MEC, It was established in 1959 with initial assistance from 
CARE in the form of mobile units. It aims to minimize if not era¬ 
dicate intestinal parasitism among school children. It integrates 
deworming activities with classroom instruction to inculcate in the 
pupils principles of healthful living, correct health habits and 
desirable attitudes towards health. Now on its 20th year of 
implementation, it has minimised parasitism among school children. 
There are plans to expand the scope of the programme. 

Programme for Improving, Maintaining and Providing Adequate 
School Plant Facilities and Equipment in Elementary Schools . The 
programme aims to utilize the initiative and leadership of the 
school officials and teachers in getting the co-operation and 
support of the community agencies, both public and private, in¬ 
cluding youth and adult community leaders in providing and 
maintaining adequate and sanitary facilities e.g. drihlcing and 
washing facilities in every school. The programme also includes the 
cleanliness and beautification campaign which shall be a co-operative 
venture of the school and community. 

To improve the nutritional status of the school children the 
following projects were launched: 

School Nutrition Programme The nutrition programme is an on¬ 
going project with CARE, Philippines. It covers at present about 
one million primary school children in the first four grades through 
the country. 

MEC Catholic Relief Service This is also nutribun feeding 
sponsored by the Catholic Relief Service. They cover schools not 
served by the CARE. 

MEC World Food Programme This supplementary feeding 
programme will complement the CARE feeding programme but will 
concentrate their coverage in the Mindanao area. Initially, the 
contract is for three years and will serve one million participants 
per year. 500,000 will be served with nutribun while the other 
500,000 will receive GSM/CSB (Comsoy bean mix). 

Supplementary Feeding Programme With the launching of 'Alay 
Tanim Project' and the 'Green Revolution' food production in the 
schools and community was intensified. School teachers utilized 
indigenous food produced in the school yards in preparing simple 
recess lunch to augment poor nutritional status of children. 

Drug Education Programme The thrust of drug education in the 
Philippines underscores value identification and clarification and 
personality development. 
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Educators and law enforcers have theorized that people turn to 
drugs and therefore become drug dependents because they are not strong 
enough to combat the temptation of drugs. 

Evaluation of Instructional Results 


Evaluation is an integral part of the learning process. It is 
based on objectives. The teacher, therefore, should appraise the 
extent to which the objectives in health and nutrition are being 
achieved by using a variety of tools. As much as possible pupils and 
parents should be involved in the evaluation process. 

Training of Teachers 

Pre-service and in-service are two phases of teacher training. 

Pre-service includes a Bachelor's degree courses in education 
with concentration on specialization on health education. Courses 
also are offered in the raasteral level with major in health education. 

In-service training programme include (1) programme conducted 
by specific agencies, e.g. the School Health and Nutrition Centre; 

(2) scholarship/study grant.and (3) programmes conducted in the 
national level that seep through the regions, divisions, district and 
school level. 

Problems 


Like all other programmes, there are built-in problems in imple¬ 
menting and evaluating the health and nutrition programme. Among 
them are; 


1. Misconception arising from the lack of understanding of 
health and nutrition projects; 

2. Scarce resources such as inadequate instructional 
materials and health facilities; 

3. Disparity in the allocation of these materials; 

4. Inadequate funds to conduct researches and implement 
other projects; 

5. Customs and traditions; 

6. Poor socio-economic status to carry out health practices 
learned in school; 

7. Need for a more systematic scheme for evaluating health 
practices; 

8. Difficulty in evaluating the impact of the health 
programme to the life of the people; and 

9. Lack of school health personnel to take care of school 
populace. 
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Current Efforts 


In co-ordination with agencies concerned, the following had 
been done to improve the health and nutrition programme: 

1. The revision of the elementary learning continuum to 
include health and nutrition; 

2. The revision of science textbooks to include health 
and nutrition concepts; 

3. The launching of the Experimental Elementary Education 
Programme emphasizing not only the basic skills in the 
3 Rs but also health habits and attitudes; 

4. On-going staff development programme for administrators, 
supervisors, teachers and health personnel; 

5. The survey of physical facilities in schools to generate 
data needed in planning; 

6. Expanding the deworming programme and nutrition projects; 

7. Medical associations e.g. Philippine Women's Medical 
Association are teaming up with the schools in imple¬ 
menting the health programme. These associations are 
promoting breast feeding through the school. The 
approach used is known as Teacher-Child-Parent Approach 
(T.C.P.). What the teacher teaches in school are 
transmitted to the parents by the child; 

8. Researches in the area of health needs and methods of 
teaching conducted by teacher training institutions and 
schools; and 

9. Establishing linkages with agencies in the commmity con¬ 
cerned with health such as the rural health unit, puericul- 
ture centers, etc. 

SRI LAJSIKA Health and Nutrition Education in Sri Lanka* 


Background 

Sri Lanka is a small agro based island in the Indian Ocean 
with an extent of 25,000 square miles. The population is about 
14.7 million of which 3.13 million are in schools. 

There are 9,052 state schools and 39 private schools. The 
school system can be categorized as follows; (a) Primary level, 

(b) Junior secondary level; (c) Senior secondary level. In state 
schools education is free from the kindergarten to the university. 

Health Education is a required subject in the Primary Grades, 
while Health Science is an elective subject at grade 10. 


♦Adapted from paper presented by Mr, C.A.G. Herat, Chief Education 
Officer, Ministry of Education, Malay Street, Colombo, Sri Lanka- 
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In the 23 teacher training colleges, health and physical educa¬ 
tion is included as a compulsory si±»ject in the curriculum. 

Curriculum and Programme 

The curriculum designed in health education aims : 

1. To create an awareness and develop a proper health 
consciousness; 

2. To develop a wholesome attitude to health habits and 
influence healthy attitudes in the up and coming 
generation in the nation; 

3. To develop a practical understanding of what is 
necessary in maintaining health in body and mind; 

4. To guide in the ability to discriminate between 
reliable and unreliable information; and 

5. Tb influence the social attitudes for healthful and 
worthy living. 

The course of study in health education for all grades upto 
grade 10 have been prepared and developed by a Committee of 
Teachers, Education Officers, Medical Officers and personnel of 
the Health Education Bureau of the Ministry of Health. 

The following are some of the noteworthy features of the total 
school health programme: 

1. Teacher observation and screening of students - detection, 
treatment and follow-through; 

2. Maintenance of health record charts in grades 1 to 5; 

3. School dental clinics; 

4. Provision of biscuits (six for each child) by CARE to 
children in grades 1 to 5 in about 7,500 schools; 

5. Provision of Thri Posha in addition to the biscuits to 
children of grades 1 to 5 in about 960 selected schools; 

6. Provision of kola kando (a porridge prepared with a 
certain kind of leaf as a component) or a rice meal to 
about 200 small schools children; 

7. In-service Teacher Training Education Programme in Health 
and Physical Education - residential and non-residential; 

8. Services of master teachers; 

9. Joint Health Councils (with the Health Department) at 
national, district, circuit and school level; and 

10. School community joint project. 

Evaluation methods adopted involve a constant process of feed 
back from schools and the commmity, from casual observations to 
simple post test and other evaluation techniques. 
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THAHAND Present Status of Health and Nutrition Education in 
Primary Schools* 


Background 

Since 1977 the educational system of Thailand has been changed 
from 7-3-2 to 6-3-3. With the new education system the primary 
education will be only six years. The new education system has 
called for a revision of the old curricula, including the primary 
education curriculum. In this connection, the curriculum of health 
and nutrition education has been revised. In contrast with the 
old curriculum, the new curriculum for health and nutrition is 
designed not as a separate subject but is integrated in a broad 
area called, 'Life Experiences'. In so doing the importance of 
health and nutrition is retained. 


Although health and nutrition education is being integrated in 
the broad subject area, the objectives of this aspect of education 
are reflected in the curriculum. The following are the general 
objectives; 

1. To develop understanding of the basic health knowledge 
and to develop desirable health habits and practices; 

2. To improve the nutritional condition of children; and 

3. To develop ah awareness of the influence of environment 
on the well being of the individual and society. 

Curriculum and Programme 

Four types of programmes are incorporated in the structure of 
health and nutrition education. These are: 

1* Instructional Programme . In this programme, health and 
nutrition education including physical education are incorporated 
in the broad area which is called 'Life Experiences', Several 
instructional units are organized under this area, three of which 
are related to health and nutrition education. They are: (i) Living 
thingsj (ii) Home and Family life; and Ciii) Things around us, 

m all primary schools, health and nutrition instruction will 
be given three times a week, each time from one to three periods 
(20 minutes per period), depending on the nature of content and 
experiences to be provided to the students. 


‘Adapted from paper presented by Mrs, Pranee Chavanich, Director, 
Health and Physical Education Promotion Division, Department of 
Physical Education, Palasuksa, Ministry of Education, Bangkok, 
Thailand. > y » 
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The curriculum content covers the following topics: 

(i) Personal hygiene; (ii) Food and nutrition; (iii) Control of 
communicable diseases; (iv) Safety and first aid; (v) Physical 
education; (vi) Environmental sanitation; and (vii) School and 
community health services, 

2. Healthful School Living Programme. This programme is 
concerned with such activities as the beautification of school 
environment, cleanliness of facilities, toilet, classroom, drinking 
water, etc. 

Students will be taught to keep the school clean and in good 
sanitary condition. In most or all the schools in the rural area, 
students will clean their classroom, grow flowers, take care of 
garbage disposal and look after school facilities by themselves. 

3. School Health Service Programme . Health service is 
provided in the form of preventive as well as curative measures. 

The scope of services depends on the availability of resources of 
the school. The services cover several types of activities such 
as morning inspection of students personal hygiene, observation of 
student health habits, health examination, first aid, immunization, 
etc. School lunch programmes are also provided in some schools 
having good economic status. Several of the above activities are 
accomplished in co-operation with the health agency in the community. 

4. School and Community Relations Programme . Efforts have 
been made to co-operate with the people in the community to promote 
better health condition of children and people of the community. 

As it so happens that children entering the schools are in poor 
nutritional condition due not only to poverty but mostly from 
ignorance, it is imperative that the health education of parents 
should be promoted. Contacts between teacher and parents are 
important and can be done in several ways such as teacher's visits 
to the home and parental visits to the school, formation of school 
community health and nutrition committee and project work carried 
out co-operatively by the school and the community. 

Methods of Teaching, Instructional materials and Evaluation . 

The teaching methods differ from school to school depending on 
the ability of the teachers and the availability of instructional 
resources. The common methods are lecture, incidental teaching, 
demonstration, games, class projects, class discussion and drama¬ 
tization. Schools which are better equipped may use films and film 
strips and other media as instructional aids. 

There is a trend to emphasize learning by doing so that the 
student may learn through actual experiences. Problem solving 
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method is also encouraged to enable the students to apply what they 
have learned in their daily lives. 

Due to the shortage of funds, many schools are now resorted 
to the use of local materials, especially those which are low cost 
and easily accessible. 

Evaluation of health and nutrition education In the primary 
school is primarily based on the performance aspect of evaluation. 
The focus of evaluation is usually based on the knowledge gained 
by the students as well as their health practices which may be 
considered as behaviour changes. The evaluation usually takes the 
form of observation, health records, oral and written tests. 

Role of other Personnel and Agencies 

Several people and agencies have been involved in the planning, 
developing, implementing and evaluating the curriculum. 

1. Administrator . The school administrator has a very 
important role in ensuring the effective implementation of the 
health and nutrition programme in school. He also helps to 
co-ordinate the work in the schools and other agencies. 

2. Supervisor . The major role of the supervisor is to help 
the school to improve teaching learning conditions. To accomplish 
this objective, several activities have been undertaken. 

3. Teacher. The teacher's role is very crucial because he 
is the one who implements the curriculum in the school. Apart from 
teaching, the teacher is responsible for many other tasks relating 

to health and nutrition, such as keeping health records of students, 
etc. 


4. Student . Majority of students are boy scouts, girl guides, 
youth and girl scouts, who are better equipped with health knowledge 
and understanding. They can do much in promoting health status in 
schools and community such as personal cleanliness, sanitation, food 
production, protein food, breast milk - a top quality, first aid etc. 

5. teacher Training Institutions. The training of teachers 
for health and nutrition may be divided into two categories: 

pre—service and in-service training. The pre-service training are 
mostly done in the teachers training colleges and universities, 

6* Other agencies . There are many agencies which provide inputs 
to health and nutrition education programmes. The Public Health 
Department assists in the medical check up, vaccination and provides 
counselling services. For the school which is located near the temple, 
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the monks usually provide health coinselling and in many cases lunch 
for the poor and needy students. Ihe agricultural officers of the 
Ministry of Agriculture help in improving food production. 

Other organization both national and international which are 
continuously contributing to the development and promotion of health 
and nutrition programmes are the municipality, the Department of 
Social Welfare, the Department of Physical Education, the Department 
of Community Development, the Universities and the World Health 
Organization provided assistance either in kind or direct co¬ 
operative work. 

Problems and issues 


Although health and nutrition education has been taught in school 
for a long time, but it seems that not enough attention has been paid 
to the promotion of the subject, Ihe school usually pays more atten¬ 
tion to the academic subjects like science, mathematics and languages. 
Under such circumstances, there are many built-in problems in imple¬ 
menting the programme, some of which are: 

1, Lack of interest of the siobject on the part of the teachers 
and other concerned personnel; 

2, Shortage of instructional materials and teaching; 

3. Shortage of qualified teachers; and 

4. Inadequate financial support. 

In order to solve the problems, several programmes and activities 
have been launched, most important among them are: School lunch 
programme; School health programme; Analysis of curriculum for effec¬ 
tive implementation; In-service training programme; Personnel develop¬ 
ment; Supervision and administration of the curriculum; and Promoting 
the use of local resources. 

SYNTHESES OF EXPERIENCES 


From the country reports it is evident that the problem of 
promoting better health and nutrition has been realized by all 
participating countries and that considerable efforts have been made 
in the area of education to improve the situation. The following 
are syntheses of country experiences which would provide a better 
picture of the status of health and nutrition education in the Asian 
countries as a whole. 

1. Concept of Health and Nutrition Education 

In general, most countries in Asia are of similar opinion 
that health instruction in the school is not merely an addition of 
another subject. Health education should not be the responsibility 
of the health teacher only but should be the concern of every one in 
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the school as well as in the home and community. The importance of 
health education should be felt by all and not by a group of people. 
Health education should also include nutrition education. Health 
and nutrition education should not be limited only to school but 
should be extended to the home and community as well. In this area 
of development both physical health and mental health should be taken 
into consideration. Ihe concerns should be on the change of behaviour, 
habits, attitudes and beliefs in respect of good sanitation, preventior 
and care of personal and social health. Health education along this 
line of thinking should cover nutrition, physical education, personal 
health, family health as well as community health. 

2. Health Education Programme in Primary Schools 

Information collected from publications on health education 
of Asian countries indicate that in most countries the health educa¬ 
tion programme are divided into four aspects; 

i) Health instruction; 

ii) Healthful school living; 

iii) Health services; and 

iv) School, home and community co-operation in health 
education. 

Health Instruction 

There are four components which are related to health instruction, 
i.e., curriculum, instructional methods, instructional materials and 
evaluation. 

a. Curriculum. Health and nutrition education curriculum of 
most countries covers both the health and nutrition aspects and 
physical education. Only few countries offer physical education as 
a major aspect of health education. The health and nutrition educa¬ 
tion as provided in most countries, with the exception of a few 
countries, is taught not as a separate subject but is integrated in 
group of subjects or in other subjects. On close examination, it is 
evident that the term integration is being differently interpreted by 
the countries concerned. Fbr example, in Thailand it is integrated 
in a group of subjects called 'Life experiences; in the Philippines, 
health and nutrition are integrated under broad areas from kindergar¬ 
ten through Grade IV; in India the Science Syllabus of NCERT includes 
components of nutrition, health education and environmental sanita¬ 
tion as well as agriculture; and in Indonesia, health and nutrition 
are integrated in subjects called Sport and Health and Skills; Home 
Economics. 

The value of integrating health and nutrition education in other 
subject areas is controversial in some countries. Those who support 
the practice of integration said that research studies have indicated 
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that students become better adjusted to their environment. In 
addition this kind of practice helps to increase the importance of 
health and nutrition education and makes every subject teacher feel 
that he is also responsible for the well-being of the students. 

Ihose who are not in favour of integrating this subject area in 
other subject or subjects are of the opinion that the practice would 
dilute the importance of the subject. Usually, both the teacher and 
the learner would concentrate on the main subject and pay very little 
attention to the integrated subject. Besides it always happens that 
teacher who teaches the main subject is not competent to teach other 
subject which he is not specialized. Another Important argument 
against integration is that evaluation cannot be effectively made, 
because the objectives would be those of the main subject and not 
of the health and nutrition. 

Regardless of the philosophical bases on which national educa¬ 
tional curricula are founded and regardless of the psychological 
foundations of the educational methodologies recognized, it is found 
that most countries still lay emphasis on cognitive learning with a 
view to infusing knowledge of health concepts to the detriment of 
fostering health practices and health habits. But considering the 
stage of development of primary school children, a shift of emphasis 
from doling out instruction to giving them real living experiences 
in health is very much to be desired. 

The process of curriculum development in Asian countries vary 
according to the nature of the administration. In some countries 
curriculum development is highly decentralized, providing opportuni¬ 
ties for teachers and community people to develop the school curri¬ 
culum at the local level. In other countries decentralization is 
allowed up to the state level. Still in several countries curriculum 
development is centralized, having the Ministry of Education or a 
special institution as the responsible agency. 

Ihere is a trend, however, that most countries have accepted 
the idea of broad-based participation in curriculum planning, 
development, implementation and evaluation. There are also strong 
efforts to make curriculum relevant to the needs and problems of 
the community, to make use of available local resources and to link 
in-school and out-of-school learning. Thus schools in many coun¬ 
tries provide instruction about health conditions and problems in 
the community, such as food, diseases and sickness, environmental 
sanitation and community health services. 

One method of making curriculum relevant to the local needs, 
which has been widely accepted is the community survey by a team 
consisting of representatives from education, health, agriculture, 
industries, and other concerned agencies including community 
leaders. The survey instruments would be developed co-operatively 
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and the results of the survey would also be integrated co-operatively 
to identify the inputs needed by each area. Data collected from the 
survey usually Include health habits, beliefs concerning health care 
and sanitary practices, community health problems, health services, 
food production and food preservation, and use of local resources for 
promoting health and sanitary conditions. 

Studies of the content of health and nutrition curriculum reveal 
that the following topics are usually included: 

Personal hygiene 

Environmental sanitation (home and community) 

Control of diseases 
Food and nutrition 
Safety and first aid 

Rest, exercise and posture (Physical education) 

School and community health services 

In addition to the above, some countries have incorporated such 
topics as Family Planning (including sex education) and control of 
drugs in the curriculum, 

b. Methods of teaching . Several methods of teaching are being 
adopted in the countries concerned, but the frequency may vary 
depending upon the competencies of the teachers and the availability 
of resources and equipment. Some of the common methods used by the 
schools are: 

Lecture 

Incidental teaching 
Use of textbook 
Discussion 

Use of direct experiences 
Field trip 
Demonstration 
Class project 
Exhibition 

Dramatization and role playing 
Puppet show 

Use of films and slides 
Games 

Teachers seem to be aware of the Importance of learning through 
direct experiences and motivation. Considerable attention has also 
been given to the readiness of the student to learn. Most important 
is the application of scientific method in teaching to develop 
certain skills along with knowledge and understanding. These skills 
are such as, observation, space/time/relationship, use of nximbers, 
meaning, classifying and experimenting. 
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It has been observed however, that the scope and the operational 
details o£ health and nutrition education in the primary schools 
differ from country to country. Very often the practice and the 
teaching of health are not linked due sometimes to the lack of bare 
facilities such as the lack of supply of safe drinking water and 
sanitary toilets. These shortcomings prevent the translation of 
health concepts into concrete action. The absence of linkages between 
the primary school and the agencies dispensing health services is 
another handicap. In the majority of the participating countries a 
similar handicap is the lack of linkages between the formal and the 
non-formal systems of education, 

c. Instructional materials . There is a trend in using low-cost 
and easily accessible materials as instructional aids. These low-cost 
materials are used for making maps, charts, posters, puppets, real 
objects and some simple tools. For countries with better economic 
status, such materials as films, filmstrips, slides, tapes and elec¬ 
tronic instruments are used. The use of local resources and situations 
as materials for study has also been encouraged in many countries. 

This is done by organizing relevant activities such as study visits 

to local health centre and participation in community development 
project. 

d. Evaluation . Curriculum evaluation usually covers two aspects 
namely, performance evaluation and programme evaluation. The first 
aspect of evaluation normally concentrates on knowledge gained by the 
students as well as their health practices. Reports of countries in 
Asia reveal that evaluation usually takes the form of observation, 
health records, diaries, autobiographies, poems and sample of personal 
creative work, oral and written tests, criterion-referenced tests or 
performance tests. Evaluation of the total curriculum includes the 
assessment of the quality of curriculum materials, the effectiveness 
of the training and orientation programmes and the administrative 
procedures associated with the implementation of the programme and 
the impact of the programme on the target population. Programme 
evaluation is usually made through continuous feed back from teachers 
on the appropriateness and effectiveness of the materials, the 
training programmes, the administrative procedures and some simple 
continuous record of the nutritional status of the children. Tb 
assess the progress of the programmes, surveys of the health status 

of parents, children and teachers are made. Also questionnaires to 
elucidate the impact of the programmes on children, teachers are 
formulated. 

Healthful School Living 

The scope of this area includes not only the management of 
school environment and facilities, the arrangement for safe drinking 
water and sanitary lavatories and latrines but also the teaching of 
first aid and school, home and community sanitation. Promotion of 
mental health through good human relation in school is another aspect 
which is being encouraged. 
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Usually a teacher will be assigned to be responsible for keeping 
the school clean and tidy. Students in schools in many countries 
help to clean the classrooms, dining room and to look after school 
garden. 

Instruction in many schools has been organised to facilitate 
the status of health of the students. There are also such activi¬ 
ties as physical exercise, rest hour and daily health inspection, 

lb promote better mental health, healthful inter-personal rela¬ 
tionships are developed in student counselling in the operation of 
student activities. In most cases, students are taught to behave and 
act properly in varying situations. They are also help to achieve 
success and to experience less failure. 

School Health Services 

The objectives of school health services in Asian countries are 
almost the same. Major objectives are the prevention and control of 
communicable diseases, the appraisal of the health of students, 
teachers and other school personnel, the provision of first aid ser¬ 
vices in cases of accident and sudden sickness. Special services 
are also catered for handicapped and disadvantaged children. 

In general in a small school a teacher will be assigned to pro¬ 
vide the services. Classroom teachers usually help in identifying 
children who are in need of help. Ihe health officer in the communi¬ 
ty will visit the school from time to time to provide extra services. 
In the school in the big city where children come from well-to-do 
families a nurse is usually hired to do the job. Very seldom that 
the school will have a full time medical doctor to serve the students 
and school personnel. 

Services in the form of vaccination, immunization, and health 
guidance and instruction by the health officers would be provided 
occasionally or when necessary. 

School, Home and Commtinity Co-operation 

All participating countries realize the importance of this 
component of health and nutrition education. There are evidences 
which show that the health of the child and his health habits are 
influenced by his family even before he comes to school. Many 
children contract diseases from home and spread them at school. 

Tne school may teach the child to select nutritious foods but the 
practice of his family may be the opposite, it was felt that 
health education cannot be successful if the school activities 
would be limited only to providing health instruction and other 
health services within the compound of the school. To achieve the 
objectives of health education programme, co-operation and support 
of the home and community should be promoted. 
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Methods and approaches to bring the school, home and cominianity 
together for the promotion of health education in the participating 
countries do not differ much from one another. The differences would 
be in the number and type of activities adopted by the schools in 
the countries. Some of the practices are the following: 

(i) Formation of school health committee consisting of teachers, 
parents, medical doctors, nurses and local leaders to facili¬ 
tate health education and services to the whole community 
including the school; 

(ii) Co-operation between home and school in carrying out com¬ 
munity health projects; 

(iii) Visits to schools by parents and to homes by teachers; 

(iv) Organizing exhibition or fair on health education; 

(v) Promotion of health and sanitary facilities in the commu¬ 
nity; and 

(vi) Improvement of nutrition through improvement of the 

following: use of available foods; production of essential 
foods; prevention of waste foods through improved storage, 
preservation, handling and marketing; and wise selection 
of foods for the daily diet of the individual and the 
family. 

3. Staff Development and Training 

Many programmes for the preparation of teachers in health 
education are not sufficiently practical and comprehensive. There 
is a need for continuing in-service programmes for them and this in 
view of the growing number of teachers needs innovative approaches. 

In many countries there is a network of teacher education colleges 
where they provide for in-service and pre-service training in health 
education. 


In colleges where the in-service or pre-service programmes 
are well developed, courses of study and training to 
foreign participants may be provided. 

4. Research and Evaluation 

To maintain a continuing interest in this field, there is 
a need for action research and evaluation. These can be done within 
a country or through co-operation among countries. A few examples 
of action research that could be undertaken are: 

a) Research on the status of health education and the 
development of regional manuals on school health 
education; 
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b) Cross-cultural studies of the health behaviour of 
primary school pupils and the implications of the 
findings for school health education; 

c) Development and validation of instructional materials 
in school health education for different types of 
communities (rural, suburban and urban); 

d) Development of a learning continuum in school health 
education at the primary school level; 

e) Co-operative studies and appraisal of present teacher 
training in health education and development of inno¬ 
vative methods of teacher training; and 

f) Organization of a mobile team to survey the various 
school health education activities of the countries. 

5. Information/Resource Centre 

At present there is a serious lack of educational materials 
and media soft ware for health education. There is a need therefore 
to establish a clearing house for school health education literature 
and materials such as newsletter, research abstracts, workshop re¬ 
ports, books, pamphlets, leaflets, posters, pictures, slides, films 
etc, are collected and distributed to the different countries. 

6. Problems and possibilities 


A major problem is to convince those at policy and decision 
making levels of the magnitude of the problem in providing for a 
satisfactory level of health for the underprivileged and the under¬ 
served in the developing countries of Asia and to make them realize 
that the education of the children in the primary schools in health 
and the outreach that can be exercised through them to their fami¬ 
lies and the communities promise to give the highest pay off and 
the greatest opportunity in realizing this aim. 


Bie temporal structure immanent in the concept of formal 
education as necessarily leading class by class and stage by stage 
to that hallowed sanctuary, the university, makes educational plan¬ 
ners and decision makers tend to overlook the interests of the poor 
^d the underprivileged who fall by the way in the early grades of 
the primly school. The necessity to consider the education of the 
poor as te^al by the time they leave the primary is not appre- 
ciated as tiie hallowed concept of the temporal structure of the 
educational system is taken as sacrosanct. 


tion in underprivileged who terminate their educa- 

^on ln_^e primary school have the misfortune of being subjected 

qualified who are mere Litiates to 

both teaching and health. 
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When considering the magnitude of the problem, 'pilot projects' 
conducted over a limited range mustering all the expertise and know¬ 
how that is available and all the facilities and funding that is made 
available have to be counted as hot-house experiments that are not 
replicable in all situations. Ihe need for experimentation and field 
trials is however fully recognized. It would be much more valuable 
to conduct pilot programmes in the work-a-day situations that small 
primary schools find themselves, sans funds, sans facilities and sans 
everything except the bare walls, the mud floors and the thatched 
roofs with no one to help them. 

Ihe biggest problem is not the lack of expertise in health and 
nutrition but the lack of experimentation and know-how on how to 
bring home the concepts to the children through an understanding of 
maturation, experience, social and educational transmission and 
equilibration. It is here that primary education fails. 

The lack of continuity in planning, initiating, implementing, 
monitoring and evaluating a project conducted in normal school 
situations by countries and by other agencies is one of the factors 
that militates against the successful institution of primary school 
programmes. 

Non-formal education often becomes a mere fad conducted in 
isolated situations. Their replication on country-wide bases 
require funds of an extraordinarily high order which developing 
countries cannot afford in addition to the funds already provided 
for formal education which come close to 4 per cent of the G.N.P. 
and 20 per cent of the national expenditure. Hence the necessity: 

a) Tb provide an outreach to the community through the 
formal system; 

b) To undertake pilot projects in non-formal education only 
when such projects are replicable over wide areas of a 
country; and 

c) To harness resources and mechanisms available in the 
community in the implementation of non-formal education 
projects. 

Considering the range over which and the scale in which opera¬ 
tions have to be carried out in order to have an impact on a country 
wide front the necessity to use the simplest methodologies and 
techniques in the teaching learning situations in both formal and 
non-formal education cannot be over-emphasized. What is necessary 
is to foster self-reliance in both the people and those working with 
them at the grass roots level in their own ability to improve 
themselves. Schemes and projects undertaken by agencies that do 
not subscribe to this principle can be good only in patches. 
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Hiose who have worked with the masses for long periods in the 
field either in formal education in the rural areas or in non-formal 
education in the periphery must necessarily be given a place in 
planning and designing programmes and projects and unless their 
points of view prevail whatever projects are launched will be unreal 
and not down-to-earth. 
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SOME ASPECTS OP HEALTH AND NUTRITION EDUCATION 


In this chapter are embodied the presentations made by the 
resource person participants on their experiences and viewpoints 
regarding the different aspects of health and nutrition programmes. 
In addition to the country reports, these presentations were also 
used as bases for formulating guidelines for health and nutrition 
education in the primary schools which was the mam objective of 
the meeting. The aspects which were presented are as follows: 

1. Research in health and nutrition education; 

2. Development and implementation of health and nutrition 
education programmes; 

3. Training of teachers for implementing the health and 
nutrition education programmes; and 

4. Some further thoughts in respect of the status of health 
education in Asia. 

Researches in Health and Nutrition Education at the Primary School 
Level * 

The significance of prevention in protection and promotion of 
health is recognized in the development of any country. Similarly, 
nutrition is a key element in the development effort, since without 
sound nutrition one cannot expect people to have enough physical 
and mental ability to contribute anything of much value to this ef¬ 
fort. Good health and nutrition are accepted as an essential 
thread in the fabric of quality living. The health and nutrition 
of the people depend mainly on their behaviour and environment 
rather than on medical science and health facilities. 

The need for preventive health education has never been more 
critical in these recent years because it is more economically 
feasible and desirable since prevention results to reduce incidence 
of health problems. 

Ihis is reflected in the present philosophy of school health 
education which is realistic and functional, for it encourages the 
children and youth to live effectively and enjoyable as well as to 


*Dr. Evelina A. Mejilano, Oiairman, Department of Health Education, 
College of Education, University of the Philippines, Diliman, 
Quezon City, Philippines 
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prepare them to meet the many problems of everyday living. An 
understanding and appreciation of health assist them in solving 
problems related to it. 


The challenge of school health education today is to develop 
healthy children who will rate health as asset so that they can 
live most and serve best. Health determines their capacity for 
performance, interest and enjoyment. Specifically, the objective 
of health education is directed to the development of physically, 
mentally and socially well-adjusted children who are free from 
diseases and remediable defects, children with practices, attitudes 
and knowledge that will assist them achieve a high level of wellness 
Health education aims to develop in the children the ability to make 
wise decisions related to health. Obviously, health education has 
a place in the curriculum particularly the primary school curriculum 

Researches have shown that the best time for building the 
foundations for better health and nutrition is early in life. One 
of the largest organizatiorB which has the best potential Influence 
in improving the health and nutrition of individual, family and 
community is the primary school. This primary school is found in 
almost every village in the country. There is no other agency which 
can offer this kind of instruction to pupils at this age. 

The primary school is in a strategic position to play an 
important part in the health of the nation. It follows that this 
school should have the responsibility and opportunity to help pro¬ 
tect, maintain and promote the health of the pupil who is required 
by law to be in school for so many hours each day. The school has 
the legal and moral responsibility in providing instruction for 
health and nutrition as well as providing a safe and healthful 
environment for the pupil. 


ms obligation of the primary school is luminously clear so 
that in recent years, health and nutrition has become accepted as 
one essential component of the primary education curriculum. It 
has become a fundamental part of the basic and balanced curriculum. 


The health and nutrition curriculum encourages the pupils to 
eve op skills in critical thinking, wise decision making and 
problem solving rather than memorization of facts or emotional 
^pulses. It views health as a dynamic quality of life and recog¬ 
nises the inter-relationship of the physical, social, mental and 
emotional forces. It recognises the worth and dignity of the 

f potential. It moUvates the 

individual to seek knowledge as a lifelong commitment. 

indicat^^''fr+°fw^^ educational programmes in the primary schools 
^dicated that there is a varied implementation of the school 
health programme. It was noted t^t many primary school programmes 
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has not given sufficient time and importance to health and nutrition 
education. It is plain that bold measures supported by researches 
must be taken if more than lip service is given to school health 
education. 

In the Philippines a number of studies had been undertaken in 
the area of health and nutrition education at the primary level. In 
the Health Education Department, College of Education, University of 
the Philippines, studies in this area have been done by the faculty 
and the masteral students under the direction of the faculty. There 
were studies conducted about the learner. These were studies on 
health needs and interests, health misinformation of pupils, health 
practices and common postural defects of pupils. The other studies 
were on the development of instructional materials such as modules, 
teaching kits and books for grades one to senior high school. 

There were studies on the development of evaluation tools for 
students and teachers at the primary school level. 

The health and nutrition knowledge of teachers was also studied. 
The roles of the principals in the school health programme were also 
studied as well as their supervisory practices. The attitudes of 
principals towards health education were also studied. 

There are other agencies, both private and government where 
researches on nutrition and nutrition education were conducted. An 
example of a private agency is the Nutrition Centre Foundation, 

There is one specific government agency designated to conduct 
food and nutrition research which is the Food and Nutrition Ptesearch 
Institute. It has continuously explored the possible ways by which 
it can contribute its share in helping solve food and nutrition 
problems for 32 years. 

The Child and Youth Research Centre has done a lot of research 
on nutrition. One example is the study of the breakfast habits of 
children ages 10 to 14 years and how these relate to their physical 
and mental performance. 

It is hoped that those who seriously desire to develop the 
health and nutrition curriculum or seek some possible solutions or 
alternatives in overcoming problems in school health and nutrition 
education will find these research findings useful and practical. 

For these research findings could help bring about favourable change 
in health and nutrition programme; lead classroom teachers and 
school administrators to recognise the powerful influence they have 
on child health; and touch the conscience of the decision makers on 
curriculum development. Consequently giving health and nutrition 
education its proper place in the curriculum will give rise to the 
quality of living for the pupils who will eventually contribute 
significantly to national developnent, 
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Experiences of a Pilot Project on Mutri-tlon, Health and EnvixoruTiental 
Sanitation in the Primary Schools of Tamil Nadu * 

Introduction 

Education provides a child opportunities for the development of 
his personality. Malnutrition which is widely prevalent in India, 
inhibits development of ^the child and consequently, the progress of 
the nation. 

Malnutrition is a multifaceted problem. Therefore its solution 
calls for a multidimensional approach. While supplementary feeding 
may give relief temporarily, the long term solution lies in the 
education of children and their families in nutrition, health and 
environmental sanitation. Such education can reach more people 
through the primary schools which constitute the largest organized 
formal educational sector in any country. Hence nutrition and 
health education should be built into the curriculum and activities 
of the primary school system and the institutions which train the 
teachers. 

In the primary schools in India, the class teacher teaches all 
the subjects. He is thus in a position to integrate nutrition and 
health concepts with all the school subjects, namely, sciences, 
mathematics, social studies, games, languages, music, and painting 
and drawing. It is essential that the teacher is given training in 
all aspects which call for changes in personal and community living, 
including nutritional and health improvement. 

Ihe Pilot Project 

In response to a proposal forwarded by Sri Avinashilingam Home 
Science College in 1974, the NCERT/UNICEP sponsored Pilot Project 
in Nutrition and Health Education and Environmental Sanitation at 
the Primary stage, and launched it in 1975 as a national project in 
five regional centres in the states of Tamil Nadu, Punjab, Gujarat, 
Madhya Pradesh and West Bengal through selected Home Science 
Colleges in four states except Madhya Pradesh, where the State 
Institute of Education undertook the responsibility in collaboration 
with a Home Science College. 

The objectives of imparting Nutrition/Health education in the 
primary schools were to: 

1. Enable children and their caretakers understand that proper 
nutrition is essential for good health and normal physical 
and mental development; 

*Dr. Rajamal P. Devadas, Director, Sri Avinashlingam Home Science 
Autonomous College, Coimbatore, 641043, India 
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2. Educate children in the selection, preparation and conser¬ 
vation of good quality foods; 

3. Help children develop desirable food, hygienic and environ¬ 
mental sanitation practices. 

Ihe pilot project aimed also to help teachers to: 

1. Develop an awareness and through them in the children and 
parents that proper nutrition is necessary for full 
participation in the academic and extra curricular pro¬ 
grammes ; 

2. Obtain nutrition and health information so that they can 
combat effectively the myths, undesirable religious prac¬ 
tices, customs and traditions associated with food, and 
which hamper the growth and development of the child; 

3. Develop ability to set up feasible and measurable learning 
objectives, geared to the needs and demands of the communi¬ 
ty in the areas of food, nutrition and health; 

4. Select and organize learning experiences, using appropriate¬ 
ly the different teaching techniques, prepare their own 
teaching material; 

5. Make available a variety of reliable nutrition/health 
education resources for classroom use; and 

6. Design relevant, valid and objective instruments for 
evaluating the outcomes of the teaching-learning process. 

Ihe administrative arrangements involved the central and state 
governments, NCERT, UNICEF and their counterparts at all levels. 
Teacher Training Institutes, educational officers in the District, 
the heads and teachers of primary schools, the children and their 
parents and community. Ten Nutrition Educators holding B.Sc. Home 
Science and B.Ed. degrees, were recruited and oriented to train 
5600 teachers in 860 Primary Schools, in three ecologically diffe¬ 
rent districts in the state of Tamil Nadu. 

Steps in the Project 

Ihe various steps in this project were: preparation of the 
nutrition, health oriented curriculum for the primary schools; 
selection of the primary schools; seminar for educational officers; 
training the teacher trainers and nutrition educators; base line 
survey, development of instructional materials and audio visual 
aids; training the primary school teachers; and measuring the 
impact. 
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1. Preparation of the curriculum 

A curriculum, incorporating nutrition, health and environ¬ 
mental sanitation concepts in the existing syllabus for st^d^ds I 
to V of the primary schools in Tamil Nadu was prepared, with the help 
of selected primary school teachers in Coimbatore district ^d 
critically examined by teacher trainers, inspecting officers and 
experts and finalized with their suggestions a 

2. Selection of the schools 


All the primary schools, in ten selected Community Develop¬ 
ment blocks in Coimbatore district, two blocks in Kanyakumari 
district, two blocks in Nilgiri district and a part of Coimbatore 
municipality were included in the scheme. The number of primary 
schools covered was 860. 


3. Seminar for Educational Officers 


A seminar for the Educational Officers of the three dis¬ 
tricts was conducted to orient them to the objectives of the project, 
its plan of action, and their role in implementing it. 

4. Training the teacher trainers and nutrition educators 

An orientation course of one month duration was given to 
method masters in science of six teacher training schools in 
Coimbatore district and to ten nutrition educators specially ap¬ 
pointed for the project, to train the primary school teachers. 


5. Base line survey 

A base line health and dietary survey was conducted in 
eight schools in each of eight selected blocks: four in Coimbatore 
district, two in Kanyakumari district and two in Nilgiri district. 
Ihe parents of 2,900 children of classes III and IV in these schools 
were interviewed for the purpose and the data collected. 


6. Development of Instructional Material and Audio Visual Aids 


On the basis of the findings of the base line survey, an 
instructional hand book and a set of posters were developed in the 
regional language, Tamil, to enable the primary school teachers teach 
nutrition and health concepts. 

7. Training the primary school teachers 

All the primary school teachers from all the 860 schools 
selected were trained for a week each in batches of 50 to 60. Ihe 
training was conducted in one of their schools, located in a central 
place. 44 
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To enable the teachers to attend the courses all the con¬ 
cerned primary schools were closed by the order of the Director of 
School Education for five days (Monday to Friday). 

The teachers' knowledge on nutrition and health concepts 
was assessed before and after the five day training programme using 
a questionnaire developed for the purpose. 

The special features of the training were that all these 
teachers including the Heads were trained. The teachers partici¬ 
pated fully and prepared numerous original audio visual aids, models, 
skits, songs, sonnets, rhymes, folk music and stories to teach 
nutrition, health and environmental sanitation concepts to school 
children. Their attendance was cent per cent. In all, 5600 teachers 
were trained within a period of four months. 

8. Measuring the impact 

The results of this project were evaluated at all stages 
through built-in evaluation procedures. The parameters used were: 
scores obtained by the teachers for nutritional knowledge; improve¬ 
ment in the dietary practices of the teachers; improvements effected 
in the school lunch programme; improvement in the clinical picture 
of the school children; improvement in the nutritional and health 
knowledge of the pupils; changes in the health practices of the 
children; changes in the heights and weights of children; and 'carry 
home' effects of nutrition health education. 

Conclusion 

The evaluation shows that the benefits of nutrition and health 
education imparted through an integrated curriculum in the schools 
are significant. The education given to children had a 'carry home' 
effect and influenced the meal patterns and habits of their families. 

During the International Year of the Child (1979), UNICEF/NCERT 
extended its financial assistance to extend nutrition education to the 
community through the children and teachers, constituting the second 
phase of the project. 

The Training of Health Education Teachers for Primary Schools * 

In the old days, Buddhist monks played the most important role 
to educate the people in reading and writing. It was not until 1871 
A.D, that other subjects besides the 3 R’s were taught in the first 

* Dr, Punya Somboonsilp, Associate Professor, Health 

Education Section, Faculty of Physical Education, Sri Nakharinwirot 
University, Palasuksa, Bangkok, Thailand. 
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secular school founded by King Rama V in the royal palace. Some sort 
of health education was incorporated into the school curriculum in 
1895 when primary school students were required to study 'Our Body'. 

Health education had developed slowly in the ensuing years. 

The 1932 National Scheme of Education gave formal recognition to the 
teaching of health and physical education in the school by declaring 
the subjects as being a part of the three major areas of education. 

The first teacher training school in Thailand was established 
in 1895 and it prepared teachers in the Thai and English languages. 
Surprisingly, there was some serious interest shown in training 
physical education teachers when dedicated people formed a Physical 
Exercise Club which later became the Central School of Physical 
Education. The school required its students to study health educa¬ 
tion and first aid. It was the first time in the history of Thai 
education that classroom teachers had a close relationship with 
physical education teachers. Health education became an integral 
part of a physical education teacher curriculum. 

In 1952, following the American experts' recommendations, 
a physical education major programme and a health education minor 
programme were introduced into the revised curriculum of the Physi¬ 
cal Education Teacher Training School for the first time. Other 
teacher training schools also started requiring their students to 
study certain health education courses. 

Teacher colleges under the Department of Teacher Training 
offered a 2-year programme which led to the certificate of Education 
for primary school teachers during the same period. The graduates 
were expected to be able to teach all subjects including health 
education. Some courses in health education were therefore given 
to the general teachers. 

At the Higher Certificate of Education level, which is a 2-year 
course continuation of the primary one, the students start specializ¬ 
ing in certain subj-ects. The graduates are to teach in the secondary 
schools. 

As early as 1965, a health education major programme at the 
bachelor's degree level was initiated at the university. A few years 
later a master's degree programme in the field was introduced. 

In 1980, the Department of Teacher Training which had a major 
responsibility for Training primary school teachers had announced that 
it would discontinue its Certificate of Education programme. This 
chahge has created many problems in the preparation of teachers. 

The universities, through their Faculties of Education, cannot fulfil 
the demands. Besides, their primary education bachelor's degree 
programme cannot prepare their graduates to teach all 
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subjects including health education. The Department of Teacher 
Training's Higher Certificate of Education programme with its 
traditional subject area specialization are also inappropriate because 
its real aim is to train secondary school teachers, not the primary 
ones. The time may never come when Thailand will have a special 
training of health education teachers for primary schools. Such practice 
will be contrary to the hiring policy of the schools. 

The Ministry of Education cannot afford to leave these ques¬ 
tions unanswered for long. The situation calls for a quick and 
rational decision if the teaching of health education in the primary 
schools under the new 1978 curriculum were to be successfully 
implemented. 

Status of Health Education in the formal educatron systems and some 
further thoughts in retrospect* (This status report and recommenda- 
tions are based on a study of the state of the art undertaken by the 
author in Bangladesh, Burma, India, Indonesia, The Rep. of Maldives, 
Mongolia, Nepal, Thailand and Sri Lanka at the invitation of the 
South East Asia Regional Office of the W.H.O.) 

The Scenarios - Primary Education 

In the sphere of primary education it was ascertained that there 
were fundamental variations relating to structure, methodologies and 
content from country to country. These variations had a bearing on 
the teaching of health. 

Structurally, the duration of primary education varied from 
country to country. The variation was from three to srx years. To 
get a clear picture of this in the context of the educational systems 
of certain countries the pre-school systems too need to be taken 
into account for pre-schooling in these countries covered some of the 
years of primary schooling provided by the others. 

Variations in methodology were also very much in evidence. 
Methodology here can be viewed from two aspects - the method of 
presenting health as a cxirriculum area and teaching techniques. As 
a curriculum area it was sometimes introduced as a separate subject 
and sometimes through other subjects. The siobjects through which 
health was presented varied from science and environmental studies 
to life experience, character education and language. There is much 
to be said for and against these practices and some of the difficul¬ 
ties they present are discussed in the report. Techniques of 
teaching too obviously differed. The primary teachers had the 
barest minimum education and more often than not were untrained. 

Even the training given in the sphere of health left much to be 
desired. These had their sequel in the classroom. 

*iyir. K.D, Ariyadasa, 2 Esther Place, Park Road, Colombo 5, Sri Lanka 
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The stxuctural and methodological variations led to content 
variations. Sometimes a programme was well planned and well arti¬ 
culated. But when the focus was not on health and health was 
presented through other subjects, there was no evidence of planning 
or articulation of the health programmes. 

The variations should sensitize us to the difficulties involved 
in the planning of primary health curricula, in the preparation of 
primary teachers for teaching of health, in the production of teachinc 
materials and in the evaluation of health programmes. 

Secondary Education 

The position was not very dissimilar in secondary education. 

In structure, in method and in content there were differences from 
country to country. 

At the secondary stage in some countries it was a required 
separate subject, in others it was an elective. Sometimes as in 
the primary it was delivered through other subjects. 

Sometimes in the lower secondary and more often in the upper 
secondary, health did not figure in the curricul\jm. 

The resources made available and the strategies adopted did not 
indicate any considerable interest in the planning of health educa¬ 
tion. This lack of interest was in turn reflected in the lack of 
enterprise and innovativeness in teaching, 

Tteacher Education 

Health figured in the formal teacher education programmes, 
though again, measured by certain parameters such as the inputs of 
time devoted to health in teacher training the course cannot be 
said to be entirely adequate. This was especially so in the case 
of primary school teachers who themselves had had but a meagre 
education, in some countries health in teacher education was a 
co-curricular course i.e., it was outside the main curriculum and 
was not examined. Sometimes health in teacher training was con¬ 
fined to the teaching of anatomy and physiology it being assumed 
that knowledge of health had already been mastered during formal 
education. 

The in-service (continuing) education of teachers in most 
countries did not give adequate coverage to the teacher foree. This 
may have been due mostly to organizational and resource problems. 

Lack of interest was also a probable cause. The programmes at best 
were patchy and when provided generally covered only the metropoli¬ 
tan areas. 
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School Health Services 

School health services are very much a part of school health 
programmes. They were as stated in the report in a parlous state. 

The state of these services in two of the countries visited as des¬ 
cribed in the country health profiles and other reports of the 
countries themselves has been indicated in the report. In the other 
countries too the position was not far different. This would indi¬ 
cate that in the interests of the children and in the interests of 
their health education, alternative means of providing this service 
must be explored as suggested in the report. 

Recommendations 

The recommendations were formulated with a view to: 

1. Making the policy and decision makers aware of the need 
for action; 

2. Involving the top professionals in a dialogue to discuss 
the situation and proposed plans of action; 

3. Involving those working at the grass roots level in the 
planning process; 

4. Establishing rapport between professional educators and 
health educators; 

5. Providing guidelines for the delivery of a comprehensive 
health education package to primary school children; 
updating the curriculum process in health both at primary 
and secondary levels; promoting community based health 
education programmes and providing for effective evaluation; 

6. Updating teacher education practices; providing teacher 
educators and teacher trainees with the necessary period¬ 
icals, reference books, source books,etc. relating to 
health education and providing teachers with further tech¬ 
nical back-up in the form of health manuals; 

7. Motivating curriculum developers, teacher educators and 
teachers of health by providing them with opportunities to 
gain intra- and inter-country experiences; and 

8. Providing alternative ways of dispensing the promotive 

and preventive aspects of the school health services through 
the training of teachers to undertake this work. 

Some further thoughts in retrospect 

Some important omissions observed in a number of countries are 
highlighted in section 4 of the report. They are: 
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1. Health education provided in schools had no linkage with 
the home and the community; 

2. No health extension work was undertaken by schools; and 

3. No inter-ministry, i.e., Ministry of Health and Ministry 
of Education National Joint Conmiittees have been set up 
to provide direction to health education programmes and 
bring about the much needed co-ordination of activities 
between the two ministries concerned. 

ihe importance of the linkage that should be built up with the 
home and the community cannot be over stressed. The reasons are 
given in the report. The other aspect that needs consideration is 
the contribution the school can make to community development. In 
this connection reference is invited to a paper on schools and 
primary health care published by Unesco, Paris as a resource docu¬ 
ment in the series Child Family Community (NS 19). 

Attention is invited in particular to the central aim of 
primary health care as spelt out at the Alma Ata Conference, namely, 
the attainment of 'an acceptable level of health for all the people 
of the world by the year 2000 A.D.' In the attainment of this 
lofty aim all the sub-systems of a country, more especially educa¬ 
tion and health, should co-operate even as the United Nations 
Agencies responsible for education and health should come together. 

In the educational projects outlined in the paper referred to 
in the above sub-section, particular emphasis has been placed on the 
primary stage of education. It is primary education that caters to 
the largest mass of children in developing countries. 

"Considering all organized institutions set up by society it 
could safely be asserted that the primary school is the one 
through which the largest mass of humanity of a given age 
range pass through, lhat being so, it should be taken as 
the institution that gives the highest pay-off and provides 
gr eatest opportunity in influencing human behaviour." 


Those who terminate their education with or without the com¬ 
pletion of primary education, and their numbers are exceedingly large- 
become our special responsibility for in them lies our opportunity of 
influencing the health behaviour of the future generations. 


We also have a responsibility by the community. This too has 
been clearly brought out by the Alma Ata Conference recommendations 
which stress the necessity for inter-sectoral co-operation and 
se^ice to the under-privileged as two of the three bases on which 
action for the promotion of health care is to be founded. The 

ufiJi^cative of the opportunities that lie before 
us in contributing to the attainment of 'an acceptable level of 
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health for all the people of the world by the year 2000 A.D. ' 

' Ihe connections the schools have with the commxonity are very 
real. Almost every member of the community has at some time or 
other had some direct link with a school either as pupil or as bro¬ 
thers and sisters of others who are or were pupils or as parents 
and well-wishers or as people who have been drawn to a school on 
various cultural or social or religious occasions. Then there are 
the parent-teacher associations, school development societies and 
school functions and village festivals that centre round the school. 
Then again, there are educational and extension projects that take 
the school to the village or conversely others that bring the 
village to the school.' 

'Consider those most in need-the under-served and the under¬ 
privileged. In these groups not many are literate or have been 
schooled. They are mostly illiterate, or semi-literate. Even if 
literate, they may know very little about healthful living-about 
nutrition, communicable and non-communicable diseases. Since we 
have no organized programmes of educating them one of the ways of 
reaching out to them is through their own children' 

' The under-served and the under-privileged are our responsibi¬ 
lity since they are but the pupils, the drop-outs and the non-school- 
goers of yester-year. The onus of educating them in so vital an area 
as health falls squarely on our shoulders, more so, since we are 
organized to dispense this service.' 
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GUIDELINES FOR HEALTH EDUCATION 
AND SUGGESTIONS FOR REGIONAL CO-OPERATION 


Introduction 


Health is multi-faceted and its many facets relate to all the 
aspects of human well-being, the physical, the mental, the emo¬ 
tional and the social. In contributing to the sura total of human 
happiness all these aspects are important as the neglect of anyone 
of them could lead to individual or aggregate misery. In deve¬ 
loping a school curriculum, however, notwithstanding their impor¬ 
tance and notwithstanding the importance of the entire gamut of 
range of experiences that comprise each of these aspects, a 
judicious selection has to be exercised considering mainly the 
resources of time available, so that a child within his school 
career is exposed to a basic, optimal and comprehensive package of 
experiences that will result in the knowledge, the attitudes, 
the habits and practices necessary for him to lead a life of good 
health and contribute to the health of the family and the community 
of which he is a member. 


The importance of health education cannot be over stressed. 

In any human endeavour its value should be underscored as the one 
single factor without which nothing else would succeed. Individual 
progress and national development are alike dependent on health - 
the health of the individual and the health of the nation. This 
brings out its criticality as both an individual and a national 
concern. In view of this the status given to health in the school 
curriculum seems paradoxical. In fact, it was suggested that in 
the primary school, health should be the central focus in the 
curriculum, an idea which has much to commend itself. 

Conceptual framework 


In the discussion that ensued the entire curriculum process 
begin^g with national development goals, educational goals, aims 
objectives, content and learning experiences and their organiza¬ 
tion, scope and sequence, materials and methods and evaluation 
received the attention of the Meeting. The Meeting wished in 
particular to highlight for consideration the following vital 


chapter wherever 'health-education' is mentioned, 
be treated as 'Health and Nutrition Education'. 
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The scope of health is already defined by the WHO as a state 
of complete physical, mental and social well being, and not merely 
the absence of disease or infirmity. Ihe Meeting in its discus¬ 
sion noted that in. the educational context mental well-being should 
be elaborated to include emotional stability and well-being as well. 
Health education would, therefore, bring under its umbrella the 
totality of experiences that could be provided to a child in the 
classroom and outside of it that would promote through the inculca¬ 
tion of knowledge, values and attitudes and through the fostering 
of habits and practices, wholesome and desirable experiences that 
would promote individual, family and community well being in the 
spheres coming within the scope of health. Two things should be 
emphasized here. The curriculum is to be conceived as the total 
curriculum - the totality of experiences to which a child is 
exposed - and, at the primary level, in the sphere of behavioural 
objectives - the stress should be on values, habits and practices. 
This could and sometimes would come into conflict with the beliefs, 
taboos and cultural practices that are very much a part of the 
life of the people. In such instances great caution has to be 
exercised. Where a belief leads to unhygienic and unscientific 
practices such beliefs and practices should be examined scientifi¬ 
cally, as they could well endanger not only well being but life 
itself. This is a matter for each country to do. The positive 
aspect of this lies in accepting and integrating into the curricu¬ 
lum those simple, traditional practices in regard to nutrition and 
aspects of preventive and promotive health that have made the 
people of our countries survive through the vicissitudes of time. 
They have great educational value and are also easy to foster and 
reinforce because they are part and parcel of the lives of the 
people. 

Any educational programme should take into consideration the 
needs and problems of the child and community and the interests of 
children. This would require that in any scheme of dispensing 
centralized curricula, opportunities should be provided for local 
variations. A health curriculum should also take into accomt, the 
personnel and facilities available in the schools. It was noted 
that the schools whose needs are the greatest have the poorest of 
facilities. Ihe teachers themselves in the primary schools have 
a minimal education and are mere initiates both to teaching and to 
health and nutrition. This is one of the weakest links in the 
school system and makes the task of attaining the behavioural 
objectives doubly difficult considering that the primary school 
children in their early formative years have to be understood in 
regard to the stages of development in which they are in and in 
regard to how they learn. 
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The situation of conflict that can arise between knowledge, 
values and practices the child imbibes in the school, on the one 
hand, and in the home and the community, on the other hand, is 
something peculiar to health education. If the school programming 
is weak the home and community influences will prevail. If the 
school programme is delivered efficiently, for instance, if in the 
affective domain a child cein be made to value and champion what he 

has being made to imbibe in the school, then, he becomes a vehicle 

through which the school could reach out to the family and the 
community. That would be a treasured contribution to national 
development efforts and to the attainment of the aim of the Alma 
Ata conference recommendations, namely, the provision of 'an 
acceptable level of health for all the people of the world by the 
year 2000 A.D.' In view of the magnitude of the problem this 

poses, it was felt that without the education of primary school 

children in health and without the contribution they can make to 
the achievement of this aim by reaching out to the community, the 
realization of the lofty aim of the Alma Ata conference may only be 
a distant dream. 

The two approaches of presenting health in the curriculum 
were discussed. One was integration of health concepts in other 
subjects and ^e other the teaching of health as a separate subject. 
Both have their advantages if properly carried out. Whether inte¬ 
gration per se, allows for the achievement of all the objectives of 
health education is debatable. The position needs examination. In 
most ^stances integration was not real integration. It was the 
mere inclusion of health content in selected subject areas presented 
as separate chapters. Integration may lead to problems of giving 
comprehensive coverage to health and also to the evaluation of 
health teaching outcomes. Where health maintained its separate 
id^tity in the curriculum, correlation with other subjects could 
reinforce the teaching of health. 

Since health education is very closely related to the day-to- 
day living, and the growth and development of the child, the inte¬ 
grated approach using HEALTH EDUCATTEON as a core needs to be given 

0.07*1 ST +-T ^ 


Scope 


Wie school health education needs to include 
experiences in four inter-related facets: 

1. health instruction; 

2, healthful school living environment; 

3, health services; and 

4. school community co—op)eration. 


the sum total of 
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Learning experiences for the school-age child are provided 
through instruction, through healthful living/school environment, 
through contact with and utilization of health services, and 
through participation in intelligent health activities in the home 
and the community. School health education is thus the process of 
providing a sequence of planned and spontaneous learning opportu¬ 
nities pertaining to health in the school home or community, which 
should result in the application of the acquired knowledge, 
attitudes and skills to every day living. 

For successful instruction, it should be borne in mind that 
the key concepts of health education, relevant to each grade, 
should be defined and identified. 

Health education must be pupil—oriented in terms of their 
problems, interests and needs. It must prepare pupils to be 
receptive to the scientific approach and effective ways of solving 
daily life problems. 

Healthful school environment includes the provision of a 
wholesome and a sound pupil-teacher relationship, a clean, safe, 
comfortable and aesthetic environment and all other environmental 
factors necessary for the optimum development of the pupils and 
school personnel. 

This implies that any curriculum on health and nutrition 
education, to be effective must be relevant to the physical, 
biological and psycho-social environments of the child, 

(i) Physical - a) sanitation (disposal of human excreta, 

garbage/trash disposal, food sanitation) 
and water supply. 

b) safety (in the learning environment, sports 
and recreational areas, fire drill and fire 
prevention, road safety). 

c) comfort (space, lighting, thermal comfort, 
ventilation etc.). 

(ii) Biological - a) includes control of the pests and vermins, 

i.e. rodents, flies, mosquitoes. 

b) school gardens - proper care and maintenance. 

c) cultivation of vegetables, medicinal herbs, 
fruits, flowers. 

(iii) Psycho-social - a) inter personnel relations - pupil- 

teacher; teacher-teacher; teacher-administrator. 

b) proper organization of the school day. 

c) aesthetic aspect should be in keeping with the 
social and cultxoral background of the child. 
Ihere should be proper siting, lay out and 
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other essential facilities in and out of classroom. 
Ihe beautification of the garden is another impor¬ 
tant item. 

Health services include determining the health status of pupils, 
enlisting their co-operation in protecting and maintaining their 
health, informing parents of the disorders and what needs to be done 
and follow up action. 

Health services provided by the health and medical personnel to 
appraise, protect and promote the health of the pupils and school 
personnel are integral parts of the school health programme. 

There are three components to the services. They are: 

(1) preventive; (2) curative; and (3) rehabilitative services 
provided by: 

a) teachers and pupils; 

b) indigenous health workers; 

c) parents qualified to render health services; 

d) voluntary agencies; and 

e) government agencies. 

Provision of school health services should be in accordance 
with the needs and the availability of resources. 

Components of school health services; 

(i) Preventive services (a) observation by teachers and pupils 

to detect deviation from the 
normal; 

(b) appraisal of the health status of 
pupils by the teachers and health 
workers; 

(c) referred and follow-through of 
cases that need further care; 

(d) maintenance and utilization of 
health records; and 

(e) control of communicable diseases 
through immunization,etc. 

(ii) Curative services (a) emergency treatment and First 

Aid; 

(b) referred for further care and 
treatment by health and medical 
personnel; 

(c) services for handicapped children; 

(d) treatment by health personnel of 
cases referred by the school; and 
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(e) feed-back to the school on the 
cases referred and taking of 
appropriate measures by the school, 
based on the feed-back. 


(iii) Rehabilitation 

Wherever possible the school should provide adequate 
facilities and assistance for the rehabilitation and 
education of the handicapped children. 

Primary schools are by and large functioning in isolation from 
the comminity. Ib improve the health status of the children as 
well as that of the community, it is essential to make the school 
an integral part of the community and efforts need to be made to 
develop a harmonious relationship between the school and the community. 

Hie community participation in all aspects of the health pro¬ 
grammes is vital to relate the school programme to what obtains in 
the family and the community. If community participation could be 
ensured from the initial stages of planning, the curriculum itself 
would ensure the real involvement of the people in the educational 
effort. It would generate confidence in the programme and the 
avoidance of conflicts. It would also lead to the elimination of 
narrow didactism, requiring children to do things that their 
environmental and socio-economic circumstances normally do not allow. 
Education which is not in keeping with children's socio-economic and 
cultural circumstances tends to make them dense to it thus making 
the hiatus between cognition and practice wider and wider. Health 
education should contribute to the fostering of self reliance and 
this could be achieved by making the children and the community 
realize that within their limited circumstances they could achieve 
a satisfactory level of health for themselves and for their 
children. 

Health education should not be viewed as the prerogative of 
any one group of specialists or professionals. At the primary 
school level the specialists in health and nutrition should combine 
their efforts with that of the specialists in curriculum and child 
development. In the total programme the medical and para medical 
personnel as well as those engaged in non-formal education and 
community organization and development programmes should necessarily 
find a place. Such inter-sectoral participation is the surest way 
of making the programme truly representative and of integrating it 
with other development programmes of a country. However, school 
health alone, without parallel developments in the economic and 
social sectors in the community, will be of little impact. 
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School community co-operation implies that a wholesome relation¬ 
ship should exist between the school and community in order to carry 
out the programme, Ihe community is motivated to participate and 
mobilize local resources to help the school implement the programmes. 
Ihe school in turn should carry the important messages to the commu¬ 
nity and make itself the focal point for community health education. 

General objectives 

Like any other area of education, the success of health education 
depends upon the fulfilment of cognitive, affective and psychomotor 
objectives. Only recently has it been felt that mere understanding 
of concepts, fostering of appreciation and development of skills will 
not improve the health status of the child. The most Important task 
should therefore be - (1) to develop the ability and willingness to 
take action for facing the health problems and (2) to communicate 
'health literacy' to others. 

With this rationale in view the following general objectives 
could be considered to strengthen health education of the children: 

1. Tb understand, appreciate and practise the principles of 
personal health and hygiene; 

2. lb understand and practise the principles of hygiene 
to be observed at home, school and in the community; 

3. To appreciate the importance of proper food and to promote 
changed attitudes towards the selection, preparation and 
and conservation of food; 

4. lb appreciate and to follow the need of exercise, games, 
correct posture, rest and relaxation for healthy living; 

5. To create proper functional awareness in matters such as 
safe water, safe air, disposal of wastes, environmental 
resources and health services, which are essential for 
healthy living; 

6. lb understand how different living organisms affect the 
health of human beings and to be able to practise 
necessary preventive measures; 

7. lb understand the conditions which lead to communicable 
and non-communicable diseases and those that lead to their 
prevention and control; 

8. lb provide an understanding of individual and community 
responsibilities that will help to prevent or control 
personal and community health problems; 

9. lb understand and practise about safety and first aid; 

10. lb be familiar with the various organizations/services 
which are available for maintaining health in the 
community; 

11. Ib impart a sense of social consciousness and stimulate 
him to promote the health status of the community; 
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12» To enable him to participate intelligently in health 
activities to make his surroundings clean, safe and 
beautiful; and 

13. To enable him to make proper mental, emotional and 

social adjustment to the ever changing situations in 
the schools, home and community. 

It is advisable, however, that in implementing the curriculum 
the above general objectives should be translated into behavioural 
objectives. 

Contents 


Ihe content of health education should be relevant to the needs 
and problem of the child. For this purpose the selection of topics 
should be based on the environment of the child and the community. 
The following are some of the broad areas which could form the major 
components: 

1. Pood and nutrition - types of food; selection; preparation, 

conservation and utilization; food 
fads; kitchen garden. 

2. Diseases - different types of diseases and measiares for 

their prevention. 

3. Environmental sanitation - cleanliness and beautification 

of the environment; disposal of wastes; safe 
water; safe air; ventilation; pest control. 

4. Personal health - cleanliness and protection of the parts 

of the body; cleanliness of dress, linen, games, 
correct posture, exercise, rest and sleep. 

5. Mental hygiene - conscious promotion of healthy inter 

personal and inter group interaction and 
relationships. 

6. Safety and first aid - control and prevention of accidents; 

safety habits and measures; protection from 
dusts; first aid for cuts, bums, insect bite 
(details according to capabilities of children). 

7. Consumer Education - proper utilization of health informa¬ 

tion services and products. 

8. Abuse of alcohol, tobacco and drugs. 

Family life education - quality of life and sSx education 
(depending upon the sensitivity of the country). 
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10. Occupational health - awareness of health hazards involved 

in the different occupations. 

11. Community health - protection from epidemics; immunization; 

social health and well-being; screening 
for health problems in school, family 
and community; role of students and 
teachers, vaccinators, medical workers, 
physicians, health functionaries; 
primary health centre; hospitals, 
health education bureau; medical 
colleges. 

The Meeting felt that discussions regarding the structures and 
functions of the hman body would not be needed at this stage. The 
emphasis given to this area dealing with anatomy can be delayed at the 
expense of more important content of health. Besides maturation, 
they may be more responsive to it in the middle/secondary stage. 

Materials 


As health is part of one's life and all the health problems 
are the result of interactions of the child with the different 
factors of environment, these experiences of life and environment 
should be used as the mam materials in the process of teaching- 
learning and evaluation. For this purpose teachers may be trained 
to offer such learning experience from the immediate environment. 
Conventional Instructional materials may be used (depending upon 
their availability) for motivating the child, providing information 
and reinforcing the concepts in health education. 


The resources available in the community include health 
centres, hospitals, health department and those voluntary agencies 
which have health promotional and preventive programmes. All 
these may be utilized as resources in school education programme. 


Considerable thinking has been generated for designing and 
developing environment linked instructional materials for primary 
level mder APETD programmes. From the point of view of health 
education it is suggested that a base line survey of the community 
may be undertaken to have an authentic account of the health and 
nutrition status. These findings when used in developing instruc¬ 
tional materials will make it more relevant and meaningful. 
Encourag^ent can be given to the students to develop their own 
inst^cUonal materials like charts (own growth chart, weight chart 
and dietary record), project reports and various teaching aid items 
specially kitchen garden by using the locally available materials. 
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Methods 


A number of teaching methods are available today and not 
necessarily all the methods are expensive. In most of the schools 
in the region mostly the 'lecture-cum-demonstration method* is 
being followed in the classrooms. 

During the primary stage, in terms of the development stages 
children emerge from the stage of concrete operation to the very 
early stage of formal thinking. Therefore in the early years of 
primary education, methods based on individual and group activities 
are to be preferred to didactic teaching. These should be con¬ 
tinued in the later primary stage as well, as children still enjoy 
these activities. 

It is therefore necessary to use teaching methods such as 
role-play, plays, games, puppetry and other materials, songs, 
modified traditional song-games, quizzes, investigatory projects 
competition, exhibition etc. Encouragement given to group 
activities in kitchen garden, school meal etc. help to develop 
the abilities for collective and co-operative work. 

The use of mass media can help considerably the effective 
communication and understanding of the content of the subject. 

Radio, TV, Cassette tape recorders, press, printed material can 
be effectively used to reinforce the school learning and create 
a more receptive environment in the community. 

Another approach used in some Asian countries is the child— 
to-child programme. It teaches school children to be concerned 
with the health and growth of younger brothers and sisters includ¬ 
ing children in the neighbourhood. It is an outreach programme 
where school children are given the opportunity to apply what is 
learnt in school to the home and community. 

Evaluation 

It is generally accepted that evaluation is an integral part 
of any educational programme. A curriculum for that matter is in¬ 
complete without the evaluation component. As such, evaluation 
should be built in the programme, to assess all its various aspects. 

Evaluation should be based on objectives, m this regard, 
the health and nutrition programme should have a Set of objectives 
stated explicitly which shall be used as basis of instruction, 
preparation of materials and evaluation. It is also in order to 
suggest some criteria to be used for administering formative and 
summative evaluation of the different aspects of the programme. 
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Distinctive features of evaluation 


In health and nutrition education, evaluation should first of 
all detennine the extent to which the health and nutrition programme 
has achieved its objectives and its contribution to the realization 
of the overall objectives of education and national goals. ^Secondly, 
it should determine the impact of the programme on the physical ^^d 
mental well-being of the child and how they react effectively with 
their environment. In this regard, it should determine if there are 
marked or improved effects upon the health of the pupils, tine home 
and the comunity. m view of this, evaluation programmes in health 
and education should: 


1. point out the present status of the health education 
programme; 

2. appraise all aspects of the programme to point out its 
strengths and weaknesses; 

3. assist children in understanding their health problems 
and progress in health condition; 

4. help parents understand the health status of their 
children; 

5. give evidence of the health condition in the home and 
community; and 

6. provide the school with a basis for modifying or 
revising the health education programme. 


The aspects to be evaluated; 


1. Learning experiences relating to knowledge, attitudes and 
practices 


a) Knowledge (cognitive) of the teachers, pupils and parents 

Bnis can be done on the pupils through tests at the 
beginning and subsequently at regular intervals, as in the 
case of other school subjects. 

Teachers’ knowledge can be evaluated through their 
lessons, aids, and objectives (before-after). 

Parents knowledge can be evaluated through interviews 
(pre and post). 

b) Attitudes 

Pupils' attitudes can be evaluated through their 
answers and expressions to specific problems at the beginning 
and later, observation and situational studies. 
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Parents attitudes can be studied through interviews and 
their reactions to their children's learning. 

Teachers attitudes can be evaluated before-after, 
through their approaches to the subject. 

c) Practices 

The changes in the practices of the children before and 
after, can be studied in definite situations like theit: behaviour 
in the place of bathing and eating, maintaining cleanliness of 
the class and the siurroundings, in dress, in grooming,etc, and 
to carry over effects of their learning into their families. 

2, Process of teaching 

The teachers’ performance can be evaluated in terms of the 
effectiveness of teaching which will be evident from the pupil's 
responses and performances, the aids used, the assignments given 
and generally the effectiveness of the teaching-learning process, 

3. Impact on the pupils, teachers and parents 

The impact of the programme on the pupils, teachers and 
parents can be evaluated as follows: 

a) Pupils 

i) the physical well-being - height, weight, freedom 
from disease, participation in games, attendance 
in school; 

ii) mental well-being - getting on well with others, 
positive behaviour; mental abilities; 

iii) habits - freedom from biting nails, running nose, 

keeping clean, eating hanits, food preferences etc. 

b) Teachers 

Changes in food and health practices in the families of 
the teachers, improvement effected by them In the school lunch 
and supplementary programmes, organizing regular health check 
of pupils. 

c) Parents 

Changes effected In the health practices and food 
habits for example having all the children immunized, using 
compost pits, securing protected water supply, raising foods 
in the garden, using desirable combinations in food intake. 
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4. Evaluation of sites 

a) Ihe village evaluation (pre and post) for evidence of 
cleanliness with regard to: 

i) Street lighting; 

ii) Garbage disposal - use of compost pits; 

iii) Disposal of waste water; 

iv) Disposal of excreta; 

v) Village garden. 

b) The school evaluation (pre and post) with regard to: 

i) Cleanliness; 

ii) Drinking water facilities; 

iii) Toilets; 

iv) School meal/snack programme for improvement in 
nutritional planning; 

v) School garden. 

c) Uie home with regard to: 


i) Cleanliness; 

ii) Waste and garbage disposal; 

iii) Diet improvement. 


Mechanisms for Facilitating Evaluation 


In order to make the evaluation of the health and nutrition 
education programme effective, appropriate mechanisms should be set 
up to ensure the continuity as well as to make follow-up of the 
outcomes. Specifically the functions of such mechanisms should be: 


1 . 

2 . 

3. 

4. 

5. 

6 . 


Tb get better feed back for use by the teachers, supervisors, 
a(^nistrators, curriculum developers and others concerned 
with the programme; 


To assist in reviewing the materials currently in use; 

Tb help in the development of skills and habits of children 
pertaining to health and nutrition education; 


Tb facilitate the development of social values 
children and others concerned; 


among 


as well as group evaluation of children, 
eachers and parents in the community; and 


Tb effect improved changes in the home and community. 
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To be able to achieve the above functions the mechanism should 
be set up from the beginning of the development of the programme. 
Different types of mechanisms may be set up depending upon the 
administrative organization of the country. It is recommended that 
evaluation should be institutionalized. Respective institutions like 
the Ministry of Education, Ministry of Health, Pood and Nutrition 
Centres and other agencies concerned can set up a machinary at the 
national, regional, and community levels to assess the various 
aspects of the programme. However, it is recommended that for each 
mechanism, those who are involved in the planning should be included. 
They may be included in the team, committee, working group etc. for 
developing, implementing and evaluating the programme. In this 
connection teachers, supervisors, administrators, curriculum developers, 
health authorities, parents and community leaders should be brought 
in. In some cases it is advisable to include the students as well. 

As stated previously in most schools the health and nutrition 
education programme consists of the following four important 
components; 

1. Health instruction; 

2. Health services; 

3. Healthful school living environment; 

4. School and community co-operation. 

To ensure that evaluation is comprehensive, it is suggested that 
these components are identified and the objectives are thoroughly 
studied by the evaluators. Criteria for evaluating each component 
should be developed and evaluation instruments prepared. A schedule 
of work should also be developed along with the procedure for making 
the evaluation. 

In many cases the team or committee for evaluation do not 
function effectively. Several reasons may be cited; 

1. Lack of understanding of the health and nutrition education 
programme; 

2. Lack of competence in making the evaluation; 

3. Inability to give enough time and effort for the programme; 

4. Lack of leadership on the part of the chairman of the 
committee; inability to facilitate effective public 
relations; 

5. Inadequate functional and necessary administrative support; 
and 

6. Other constraints such as rules and regulations set up by 
the school and the Ministry of Education and customs and 
traditions. 
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All these problems which hinder the work of the evaluation 
should be carefully analysed so that remedial measures could be 
properly adopted. In addition it is advisable that some incentives 
should be provided to the group undertaking the evaluation activities. 

Ihe role of functionaries 


Ihe effective and co-ordinated planning, implementation and 
evaluation of school health programme, call for the involvement and 
participation of functionaries/personnel from different sectors and 
disciplines. Such functionaries include school teachers, school 
headmasters/administrators, supervisors, curriculum developers, 
teacher-trainers, health and medical personnels, community develop¬ 
ment workers and community leaders. The following are recommended 
roles of functionaries: 

1. Teachers 

- provide formal and informal instruction for pupils using 
a variety of methods and materials; 

- identify the health needs, interests, problems, aspira¬ 
tions and resources in order to make health instruction 
relevant and effective; 

- identify, procure and utilize available information and 
resources pertaining to health; 

- detect simple deviations from normal with regards to the 
health of the pupils; 

- make simple appraisal of the health status of the pupils; 

- counsel pupils on simple health problems related to their 
daily living; 

- advise parents on matters pertaining to the health of 
their children; 

- set example to pupils and parents in the community; 

- interpret and act upon the feedback provided by the 
health and medical personnel with regard to the cases 
referred for further attention and care; 

- appraise the physical, biological and psycho-social 
environment in the classroom and school; decide upon 
the improvement needed, and take appropriate action, 
especially with regard to sanitation and safety; 

- give simple emergency care/first aid to pupils when 
needed; 

- promote school-community co-operation for health; 
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- work as a member o£ the school health team in developing 
fully the different facets of the school health pro¬ 
gramme; 

- prepajre pupils for health appraisal; 

- observe and evaluate health practices, attitudes and 
knowledge of pupils; 

- assist in evaluating the total school health programme; 
and 

- maintain pupil's health cards. 

2. Headmasters 

- interpret the programmes and activities pertaining to 
health in order to facilitate action on the part of 
pupils, teachers and parents; 

- provide leadership for the teachers as well as the 
parents on matters pertaining to school health (instruc¬ 
tion, environment, particularly sanitation, safety etc. ) 

- guide teachers in the planning, implementation and 
evaluation of the curriculum, instructional methods and 
materials, services and environment; 

- assume the responsibility of providing continuing 
education/training for the teachers; 

- establish liaison between the school on the one hand, 
and the community and health agencies on the other; 

- prepare budget for health activities/programmes in the 
school; 

- provide leadership in the community on various health 
and related matters: in organizing the community into 
various action groups and in assisting the community 
in planning, implementing and evaluating development 
of programmes and activities; 

- promote public information/relation on various aspects 
of the school health activities; 

- make referrals to the appropriate persons/agencies 
directly or indirectly of cases needing further attention 
and care; 

- assign qualifying teachers to teach health; 

- provide leadership in enforcing existing policies/laws/ 
rules regarding school health education; 

- ensure proper record-keeping on health related matters; 
and 
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- provide leadership in developing plans for emergencies 
such as fires, floods, earthquakes, etc. 

3. Supervisory Personnel 

- interpret the essentials of the school health programme, 
particularly the curriculum, methodology, evaluation 
tools, aids, etc. to the schools; 

- assist and guide the teachers in the implementation of the 
health education programme to suit the local conditions; 

- assist the school in conducting baseline studies relevant 
to health education; 

- assist the school in locating, procuring and utilizing 
relevant information and resources; 

- act as liaison, horizontally and vertically, between the 
school on one hand, and the agencies and levels of 
administration on the other, in order to promote inter¬ 
agency (government, private and voluntary) co-operation 
and collaboration; and 

- assist the following agencies in the development of 
teacher-training programmes: 

1. schools/cluster of schools; 

2. teacher training colleges and universities; 

3. community agencies. 

4. Teacher Trainers 

- familiarize himself not only with the school health educa¬ 
tion curriculum but also the various related programmes 
and activities; 

- equip himself with the relevant knowledge and skills and 
possess favourable attitudes pertaining to school health 
education; 

- analyse and interpret the roles and functions of the 
health education teacher and determine the competencies 
required by the teacher to plan, implement and evaluate 
school health education; 

“ l^^ise with the schools and the different agencies 
involved in providing school health service, to plan, 
implement and evaluate practice-teaching; 

- assist the teacher-trainees in identifying, locating 
procuring and utilizing school health education materials; 
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- adopt innovative methods of teacher-trainees; 

- carry out joint evaluation with the trainee teachers and 
others concerned with regard to the trainee's progress; 

- provide leadership for the planning, implementation and 
evaluation of student health programmes in the teacher 
training institutions; and 

- assist the relevant authorities in the planning, imple¬ 
mentation, and evaluation of in-service courses for 
teachers and others. 

5, Other functionaries (health, community organization/ 
development, etc.) 

Other functionaries should provide leadership pertaining to the 
integration of their special areas of concerned with school health 
education programmes. In addition, they should provide the relevant 
inputs in the programmes at all levels. Such personnel should also 
co-operate and collaborate with the schools in the planning, imple- 
mentaion and evaluation of schools health instruction, school health 
services, healthful school living and school-community co-operatron. 
Ihey are also in the best position to identify formal and informal 
leaders in the community and provide publicity and information on 
school health matters on an inter and intra-agency basis. It is, 
therefore, essential that the agencies concerned determine the role 
and responsibilities of their personnel in school health, identify 
the competencies reguired and undertake the necessary pre—service 
and in-service training and staff development. The participation of 
these agencies in Inter-agency Committees for School Health, at all 
levels, is therefore indispensable. 

Teacher Training 

Tteachers have close contact with pupils during some of their 
most formative and sensitive years. They have the greatest respon¬ 
sibilities and opportunities to contribute to child health and 
welfare. The influence of the teachers will depend on whether they 
are ready and able to assume the important role in the school health 
programme. 

At present, it is a fact that many teachers are unqualified and 
in-adequately prepared for teaching health education. ']hus there is 
a need to strengthen the training programmes for teachers in health 

education. 

Preparing and designing a model training_programme_for teachers 
for implementing in different countries is neither possible nor 
desirable due to various factors such as economic, educational, 
social, cultural, specific. Thus detailed training programmes should 
be made nationally and locally, based on available resources. 
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The training of teachers may be classified into two: pre—service 
and in-service training. 

Pre-service 


The pre-service training of teacher should provide opportuni¬ 
ties to expose the teacher to a variety of teaching-learning 
experiences which should ecpiip them with the knowledge and compe¬ 
tencies necessary for effective and creative instruction in and out 
of the classroom. 

The teacher should be able to identify and make provisions 
for the health needs, interests, problems of children from different 
socio-economic and cultural levels, provide classroom environment 
conducive to mental, emotional and physical well-being of the pupils, 
protect and promote the health of the child, identify, refer and 
follows through pupils who manifest signs and symptoms of ill 
health, identify and utilize the variety of community health resources 
which are concerned with the protection and promotion of the health 
of the child and effectively evaluate the progress of the pupil 
health status and behaviour. 

One of the important components of the pre-service programme 
is practice teaching. It is a vital part of the training programme. 

It is an area of worth-while educational experience. It confronts 
the teacher with simple to complex situations which call for resource¬ 
fulness, initiative and positive approach. This, no doxabt, enriches 
the teachers' knowledge and experience by which the school and the 
community will benefit. It is therefore one area which should be 
effectively used to provide practical health experiences to the 
trainees in real-life situations. 

Considering the above educational experiences and competencies 
that the teachers should possess in the teaching of health education, 
it IS necessary that all the teachers should complete an adequate 
number of hours in health education while they are in training. 

For those who will specialize in a major in health education, 
they should take enough courses to enable them to become specialist 
in the area. 

In addition, they have to take courses which will enable them 
to understand the child and work with the parents in the community. 

In as much as the objectives of health education is directed to the 
development of physically, mentally and socially well-adjusted child¬ 
ren, it is necessary that the training of teachers should aim at 
developing a wholesome and healthy personality. 


70 



Guidelines for health education and suggestions 


In-service 


The in-service training programme is one of the positive 
approaches to overcome the dearth of qualified teachers in health 
education. It also serves the purpose of keeping teachers up-to-date 
with relevant materials and current trends in health education. 

These in-service training programmes should be enriched with 
the co-operation and utilization of available resources such as 
government, private and voluntary agencies concerned in the protection 
and promotion of health in the community. 

The following in-service activities are recommended: 

1. Training of trainers who will in turn train other teachers 
in province/city/school complex; 

2. Organize mobile training teams which will go to the dif¬ 
ferent schools to conduct local training programmes; 

3. Develop and validate self-learning kits, modules and 
similar materials which teachers can use; 

4. Organize distance study using the radio, TV and other 
mass media; 

5. Self in-service training programmes at school level, group 
level and district level; and 

6. Analysis and study of projects understaken by the schools 
or other agencies as a means of developing/reinforcing 
competencies related to health education. 

Management of health education in schools 

Although almost all the countries have some form of health 
education in the primary schools, such programmes suffer from ad hoc 
planning and lack of proper management. The management aspects of 
the school health programme should be strengthened, at all levels, 
in order to achieve maximum results from the use of limited resources 
that are made available. Proper management should also be instru¬ 
mental in developing and further expanding the organizational support 
and the resource base for school health. 

There should be provision for managerial input, particularly, 
at the school level, where the headmaster has an important role to 
play. It is, therefore, necessary that the primary school headmaster 
be given specific training in management, in addition to being 
oriented in other aspects of health education, in order to be able 
to coordinate instructional activities with service, environment, 
school-community co-operation and teacher preparation. 

Existing administrative and supervisory personnel from the 
lowest to the highest level should be equipped with competency in 
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management in order to be able to provide effective coordination 
and supervision for planning, implementation and evaluation of 
progranunes with research inputs as and when necessary. 

Planning 


Planning includes both the pre-planning/feasibility studies 
followed by the formulation and finalization of an overall plan and 
the mountxng of development support communication. The basic elements 
of planning are: 

1. Pre-planning/feasibility studies (assessment of the level 
of readiness and acceptance on the part of various parties 
involved); 

2. Determination of needs based on priorities (school health 
problems, community health problems, national goals and 
philosophies, on-going programmes, interests, etc,); 

3. Identification and selection of solutions based on priori¬ 
ties (methods and strategies based on past experiences, 
constraints, available resources, etc.); 

4. Development of an overall integrated plan with flexibility 
for adaptation at different levels (needs, objectives, 
activities, resources and phasing); and 

5. Development-support communication (information, inter- 
•pretation, and articulation of different aspects of the 
programme as well as publicity and public information). 

Implementation 

This involves: 

1. The development of specific action/implementation plans 
within the framework of the overall plan, but with the 
necessary flexibility and adaptations to suit the local 
conditions (selection of objectives for achievement, 
phasing of activities etc.); 

2. Resource development (recruitment and training/orientation 
of personnel, budgetary provision, equipment, physical 
facilities and materials including guidebooks and manuals, 
supervision and follow-up etc.); 

3. Continuous monitoring and surveillance (data-col lection 
based on accepted/laid-down criteria and through the use 
of established records and channels); 

4. Periodic adjustments and modifications (based on feed-back 
from formative evaluation but within the framework of the 
overall plan). 
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Evaluation 


There should be: 

1. Formative evaluation (collaboration, analysis and 
interpretation of data followed by vertical and horizontal 
flow of feed-back, at all levels); 

2. Summative evaluation to determine: 

- Programme output (the effectiveness and adequacy of 
achievements pertaining to the development of health 
knowledge, attitude and practice of pupils and 
teachers, the rate of improvement of school health and 
community health status); 

- Programme processes (processes and other development/ 
changes in the school and the community); 

- Programme input (quality and quantity of personnel, 
funds, equipment, physical facilities, materials, as 
well as managerial input); 

- Efficiency (as questions of cost-benefit are invariably 
raised when school health programmes compete with other 
programmes for the limited resources, and as the indica¬ 
tors and their application for school, at this stage, 
are difficult and complex, it is highly desirable to 
carry out research studies in this area). 

Inter-disciplinary/Xnter-agency approach 

Health and nutrition are important aspects of national develop¬ 
ment. Programmes in these areas require inter-sectorial and multi¬ 
disciplinary involvement and participation. School health programmes 
should have inter-disciplinary approach within each agency. The 
joint effort on the part of curriculum developers, teacher-trainers, 
teachers, administrators and others should be stressed and brought 
about through the setting up of joint committees/units/task forces. 

As many problems of school health originate from outside the 
school and such problems need inter-sectorial approach for their 
solutions, the school system should have loose links with the health 
and other services in the community. The setting up of inter¬ 
departmental/agency committees at all levels, particularly at the 
local level to assist the school administrators, is strongly recom¬ 
mended. The membership of such committees may be drawn from 
governmental, private and voluntary agencies. 
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Suggestions for Regional Co-operation 

1. Preparation and distribution among participating countries, a 
comprehensive list of live-out situations or practices through 
Which a child could learn all the facet of the curriculum in 
health and nutrition; 

2. Compilation of case studies on selected innovative projects which 
are cost effective and foster self realiance; 

3. Undertaking some joint innovative projects focusing on innovative 
methods of teaching health and nutrition, research and evaluation, 
instructional materials, teacher preparation, system analysis of 
the environment, and linkages between formal and non-formal 
system; 

4. Development of a handbook port folio of research and development 
studies and proto-type instructional materials in health and 
nutrition education for teachers and ensuring its distribution 
with the collaboration of participating countries and using 
fully the materials already contained in APEID publications; 

5. Dissemination of materials developed by the countries and inter¬ 
country co-operative activities including ACEID's sponsored 
translation and adaptation materials and ACEID Newsletter devoted 
(at least once a year) to health and nutrition; 

6. Promotion through national follow-up activities, studies of 
current status of health and nutrition, strategies and methodo¬ 
logies and innovative projects and continued renewal thereof; 

7. Continued increase of exchanges of infoimtiation, expertise and 
personnel among participating countries; 

8. Undertaking joint studies to identify various strategies and 
methodologies to motivate and reward teachers; 

9. Ensue continuity of efforts to promote self renewal of the curri- 
cul\jm and practices in the area through following national work¬ 
shops by all participating countries; and 

10. Encouraging visits for exchange of ideas to health and nutrition 
projects within the country and among member countries. 
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AGENDA 


1. Opening of the meeting 

2» Election of officers of the meeting 

3. Analysis of current health and nutrition education 
programmes and materials 

4. Field visits to Ludhiana 

5. Preparation of guidelines for developing curriculum 
and instructional materials for health and nutrition 
education and suggestions on the roles of different 
agencies, administrators, supervisors, teachers, 
students and community in developing, implementing 
and evaluating the health and nutrition education 
programme, 

6. Preparation and adoption of the final report of the 
meeting and closing of the meeting. 
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INAUGURAL ADDRESS 
by 

Prof. Lalit P, Agarwal 


Dr. Mitra, distinguished participants and guests, I thank you 
all for inviting me to be present at this inaugural session and 
share some of my views on this important subject with you all. 

Ever since people of the country have started to realize that 
very little is being done in the field of social services to meet 
their needs, clamour has started to better their lot. Important 
welfare measures of the people are enshrined only in the Directive 
Principles of our Constitution. Many countries which were com¬ 
pletely devastated during the war have by courage, conviction and 
action, once again risen to the top levels and provided their people 
with social security, health education and welfare. The nutritional 
standards of our society are low, health poor, education in shambles 
and social security almost non-existent even 33 years after indepen¬ 
dence. No solution seems to be in sight and planning process has 
a slant and bias as if we are a fully developed nation. Our planning 
in social services is west oriented and not need oriented. It is 
true that man can live in happiness without many earthly possessions 
but not without health. At a Joint Council of Health Family Welfare 
a few years ago I voiced my concern at the lack of awareness of the 
people about health problems and their own role in their solutions. 

At my instance it was resolved that for every health programme there 
should be a separate budget for health education. The resolution 
has remained a pious wish and is yet another additon to our archives 
without any concrete action. It is not only sad but dismal. 

We are now more and more conscious of environmental factors 
affecting our health and welfare. Balanced and adequate nutrition 
is the single most important environmental factor which has the most 
profound effect on our health, performance and production. 

Deep concern for nutritional problems of the people is very 
obvious by catalogue of national and international programmes some 
on the ground and others on the files to prevent and treat mal¬ 
nutrition, specially in the most vulnerable section of the popula¬ 
tion. It is also accepted that barring a few, most of the 
nutrition intervention programmes have not been successful. One of 
the important reasons for failure of the programmes is lack of 
community participation. We need more peoples programme in place 
of Government programmes to solve nutritional and public health 
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problems. Government initiated and supported schemes can only 
become the peoples' programme by community participation but for 
this to happen we have to convince the people about our sincerity 
and earnestness a task by no means easy. Nutrition and health 
education is key to achieve meaningful community participation. 

It is sad that very little is being done to implement nutrition 
and health education components even in well organized and quite 
expensive programmes. 

Every person of the community, yoirng and old, rich and poor, 
male and female is important for peoples programme and delivery of 
services through community participation. Further it is well known 
that it is easier to write on a clean slate than on a slate which 
is scribbled all over. Learning experiences of early childhood, 
where mind is just virgin soil, uncontaminated and unpolluted by 
undersirable factors of the vitiated atmosphere, are extremely 
important for thought, action and behaviour of the future man and 
his society. I stress that this is a fact and not a philosophy. 

This fact, both in letter and spirit should be the directing force 
for the primary education programme in the country. 

Students of the primary schools i.e, 6+ to 11 years old 
children, their teachers, contents and curriculum, building and 
the total environment, is undoubtedly more important than elegant 
set-ups of higher education. Hardly you will find a person to 
disagree with this statement and yet in practice we experience just 
the reverse of this. More attention is paid to ostentations, 
higher education, more funds are invested in it and more pride 
exhibited than the needed and more important primary education 
because it cannot be depicted in glittering frames and because it 
cannot be elitist. All efforts must be made to set right direction 
to the educational system and beginning has to be made from Primary 
School Education. 

NCERT had set for itself programme objectives and national 
objectives for Nutritional and Health Education which are quite 
comprehensive. Curriculum and teaching methods to achieve these 
objectives have been developed and implemented. Outcome of this 
approach should be critically evaluated and debated. It is only 
continuous monitoring and periodic evaluation which can guide us 
for midcourse correction and timely modification of the programme 
implementation to lead us to our goals. Let no negative factor like 
lethargy, carelessness, or ego in any form come in our way of 
critical examination of any programme and this must apply to 
Nutrition and Health Education Programme of the NCERT. 

Experts will discuss in depth different aspects of the subject 
I wish to make some general remarks for your consideration during 
deliberation. Firstly I would like to emphasize on the inter¬ 
relationship of culture and family practices with education, 
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particularly nutrition and health education of young children. 
Intellectual and elites must not neglect and should pay due respect 
to the way of thinking and way of life of the people for whom the 
programme is laid out. Mo educational activity should bring con¬ 
flict between the life at school and at home. In fact educationists 
will have to learn themselves first how to develop proper messages 
for health and nutrition education. Alien to the peoples way of 
life and how effectively to deliver such messages. It is only then 
that they can get success in their teaching programmes. There is no 
use of teaching that meat, fish and egg should be part of our diet 
to provide us proteins to the children coming from vegetarian 
families or who cannot buy ration for 2 square meals a day, several 
glaring examples of conflicting messages to the children can be 
cited. We must carry message within the means of these for whom 
such messages are meant and within what is locally available and 
can be procured. 

Secondly it must be remembered that only part of learning 
process is provided to the children at the school. At home, 
specially the mother plays a very important role in education of the 
children. Modalities have to be developed to involve them in our 
programmes of nutrition and health education at the schools. Again 
the cut and dry methods can be suggested. Primary school teachers 
can be provided only with some guidelines but details of the methodo- 
gy(ies) have to be developed on the regional basis, on the background 
of their field experience. 

Thirdly, it is extremely important that children should not be 
overloaded with too'heavy a curriculum. Messages of nutrition 
education can be easily incorporated in the language textbooks as 
imperceptible yet most effective communication or in the standard 
subjects like science, sports or recreation without overburdening 
a child with extra load on the curriculum for which even time be 
difficult to find. Here again lot of innovative approaches can be 
developed after practical experience and meaningful exchange of views 
by the teachers. We will have to break our traditional outlook _ 
retaining what is relevant and discarding what is not needed. I have 
always held obsession to tradition as antithesis of education. 

Education is not static but continuously evoking process. 

This IS particularly true for subjects with major element of society 
and science. Nutrition and health has these two major components 
and teachers have special responsibility to muster and evaluate 
their programme, learn from success and failures and keep on im¬ 
proving this dynamic process which is meant to produce a generation 
capable of establishing peoples programme for the benefit of the 
people. 
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WELCOME ADDRESS 

by 

Dr. Shib K. Mitra 


Mr. Sabanayagain, Dr. Agarwal, Dr. Buasri, Specialist in 
Curriculum Development, Unesco, Bangkok, distinguished participants 
from the Asian countries, colleagues and friends: 

This programme for the Technical Working Group Meeting on 
Curriculum Development in Health and Nutrition Education is very 
important for us. We, in India, have been working on health and 
nutrition education for quite sometime. We started only with five 
centres in five different States. As a result of its impact, many 
other States have now shown their willingness to join in this 
programme. 

You all know very well that in this part of the world covered 
by the participating countries, poverty is the main problem. 

Poverty of the people is a real fact and one of the aspects of the 
poverty syndrome is mal-nutrition and health problems. Removal of 
poverty takes time and all the Governments in the Asian countries 
are aware of this and are taking measures to upgrade the economic 
capacities of the people of their countries. But removal of 
poverty takes time, in the mean time some action has to be taken 
to improve the nutritional and health conditions, by making aware 
of the problems which can be dealt with by the people themselves 
within the limited resources available. In a sense, in most coun¬ 
tries of the region there are indigenous resources which are only 
beginning to be tapped, for instance, in the Philippines and more 
recently in India. It should be possible for us to make use of 
these resources. 

Our approach from the National Council of Educational Research 
and Training has been to teach the teacher educators and teachers 
to be aware of this and produce such instructional materials which 
can go to the schools so that the children could learn either in 
the formal or in the non-formal education system. So, when it was 
proposed to host this meeting appreciated this gesture and very 
readily agreed to host this. I am pleased to see many friends from 
different countries and I wish to accord them all a warm welcome. 
Delhi, at the moment, does not have a very good climate, but it is 
warm and I am sure you will enjoy your stay here. 1 can assure you, 
on behalf of my colleagues and on my own behalf, that we shall 
strive to make your stay and experience in our country worth while. 
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I \inderstand that all the participants from the countries, viz. 
Afghanistan, Bangladesh, Nepal, Malaysia, 'Baailand, Philippines, 

Sri Lanka and India have joined. The participant from Pakistan was 
expected to join but she has not yet come, I hope that she will be 
arriving soon. There is an observer from Republic of Korea. I 
extend to all of them a cordial welcome. 

I am grateful to Dr. L.P, Agarwal, Director, All India Institute 
of Medical Sciences, who will inaugurate this meeting today. He is 
the Director of All India Institute of Medical Sciences, which is the 
highest and prestigious Institute in this country and perhaps one of 
the best in the region. He is not just a medical scientist, he has 
been taking a lot of interest in health education and has made very 
constructive suggestions about the introduction of health education 
and particularly in the vocationalization area of higher secondary 
education in the schools. I extend a warm welcome to Dr. Agarwal. 

Sri Sabanayagam, who was until recently the Secretary of the 
Ministry of Education and Culture, is the Chairman of this Meeting 
and under his guidance a lot of work has been done in this new 
emerging field. He has very kindly accepted this invitation and 
he is here to chair this Conference this morning, I will now 
request Sri Sabanayagam to chair this meeting. Now I would request 
Dr. Thamrong Buasri, Specialist in Curriculum Development, Unesco, 
Bangkok, to give his remarks. 
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